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ABSTRACT
Having a loved one with a substance use and/or mental health disorder has a significant
negative impact for family members or carers, and it often results in the loss of ideals
and lifestyle. The aim of this thesis was to investigate family members’ or carers’
personal identities when they are recovering from the impacts of their loved one’s
substance use and/or mental health disorder. A number of processes have arisen from
previous investigations into family recovery. One of those processes is identity;
however, research into the process of identity has been neglected.
Family members or carers often undergo a process of recovery which is similar to their
loved one. This recovery journey is personal, dynamic and needs to focus on the family
members’ strengths not only on their deficits or problems. ‘Personal and Relational
Empowerment’ is a term that could be used to describe the recovery journeys of family
members or carers, as they seldom see themselves as being in recovery. A ‘Personal and
Relational Empowerment’ framework focuses on the intrapersonal and interpersonal
relationships of family members. This framework concentrates on the family members’
needs and living their lives in line with their values. Identity is viewed as a fundamental
component of ‘Personal and Relational Empowerment’. Personal identity involves the
personal meanings that individuals assign to their identity; and can be viewed as the
relationship people have with themselves. There is often a discrepancy between how
people perceive themselves and how they would ideally like to be. This discrepancy
produces feelings of frustration and disappointment; therefore, family members may be
motivated to decrease these feelings by moving towards their ideal self (decreasing selfdiscrepancy).
Investigating personal identity may enable the identification of ways to help promote
not only coping but also encourage growth and development of the family member
towards a ‘preferred’ or ‘ideal’ self. Therefore, the internal processes of identity were
investigated with the following research question: How do family members perceive
themselves and others in regards to selected personal constructs? Personal identity may
also affect or be affected by the other processes associated with recovery. Therefore, the
relationship between identity, specifically self-discrepancy, and processes of recovery
were investigated with the following research question: What is the relationship
xvi

between identity (self-discrepancy) and other processes associated with recovery, such
as, grief, coping, well-being and stigma? Support groups provide an opportunity for
families to share their experiences and to receive help and guidance. What family
members or carers experience in the support group may be used within the family to
help improve family functioning. Personal identity may also provide an insight into the
way that family members perceive their family and support group. Therefore, family,
support group and identity were investigated with the following research question: What
is the relationship between how the family members perceive their family and the
support group? Interviews were conducted to identify themes that occurred from the
time the family members’ loved ones had a substance use and/or mental health disorder
and after 12 months. The following research question was investigated: What themes
are identified in the interviews at the start and after 12 months?
To investigate the research questions a mixed methods design was used. The
quantitative component involved the use of questionnaires and a repertory grid. There
were seven questionnaires which focused on experiences of care giving, hope, wellbeing, grief, family, support group and recovery. The repertory grid technique was used
to examine identity from both ideographic and nomothetic perspectives. The qualitative
component involved semi-structured interviews. The participants were drawn from
support groups and services for family members or carers impacted by their loved ones
substance use and/or mental health disorders. The research included both cross-sectional
and longitudinal data collection. The cross-sectional study involved 77 participants (17
males, 33 females; average age 58.67 years) from eight drug and alcohol carer support
services throughout New South Wales and the Australian Capital Territory, Australia.
The longitudinal study conducted over 12 months (Time 1 and Time 2) involved 44
participants (11 males and 33 females; average age 62.02 years) from the ‘Very
Important Families’ support group provided by the Salvation Army, Wollongong, New
South Wales. Nineteen of these participants (5 males and 14 females; average age 62.84
years) were involved in the interviews at Time 1 and Time 2.
Many of the findings in relation to the internal processes of identity are related to the
family members’ different selves (i.e., ‘best self’, ‘ideal self’ and ‘past self’) and their
loved one. Initially, family members perceived their ideal self and loved one as
significantly different; however, after 12 months they perceived them as being similar to
xvii

each other. Over time family members viewed their loved one more positively and
differently from how they viewed themselves on their best day.
Over 12 months there were significant changes in the recovery processes that reflect an
intrapersonal relationship (e.g., hope, well-being, personal sacrifice and burden).
However, there were no significant changes in those recovery processes reflecting an
interpersonal relationship (e.g., experiences of caregiving and worry and felt isolation).
It was found that decreases in self-discrepancy predicted increases in the positive
aspects of care giving (e.g., emotional well-being and social well-being).
Self-discrepancy moderated the relationship between social learning and how much
family members identified with the support group. This finding suggests that the degree
to which family members identify with the support group is influenced by the
combination of both a movement towards their ideal self (i.e., a decrease in selfdiscrepancy) and how much family members are able to generalise their experiences
between the support group and family (i.e., an increase in social learning).
In regards to the interviews, initially the family members’ focus was on the behaviour of
their respective loved ones. After 12 months, the focus was mainly on the family
members themselves with references to their loved one, other members of their family
and the community. The themes occurring after 12 months, identified using Leximancer
v 3.5, were more positive than those at baseline. Initially, there was a focus on the
negative impacts that their loved one’s substance use and/or mental health disorder had
on family members. This negative impact was not only in the past but was currently
experienced by family members. After 12 months there was a more positive outlook
which persisted regardless of whether their loved ones were in recovery or not. After 12
months, family members spoke about life being better than the past, happier in the
present, and more optimistic about the future.
These findings have implications for services providing support for families,
particularly in terms of family members refocussing their energies on their own lives.
This may enable family members to clarify who they are and who they want to be, and
use their own strengths to practice their preferred identities. That is, fulfilling the higher
order needs, and moving towards self-actualisation as described in the ‘Personal and
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relational empowerment’ framework. The movement towards an ideal self has been
shown to lead to increases in hope, well-being and the quality of their interpersonal
relationships. This increase in the positive aspects of care giving may influence other
interpersonal relationships such as those in the community, support group and family.
This research indicates that family members’ or carers’ personal identities are changed
when they are impacted by, and recovering from, their loved one’s substance use and/or
mental health disorder. Family members initially focus on their loved one and perceive
them more negatively. Over time family members focus more on themselves, where
they perceive themselves more positively and are optimistic about their future. This
finding has impacts on the positive aspects of care giving, as well as the relationship
between family members’ ability to generalise their experiences between the support
group and family, and the degree to which they identify with the support group.
Regardless of whether their loved one was in recovery or not, when family members
refocus on themselves a number of positive outcomes are achieved.
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CHAPTER 1:
OVERVIEW

1

The purpose of the introductory chapter is to provide an outline of the thesis. Initially
the definitions of the major terms used will be provided. The reasons for conducting this
research will be explained, followed by a summary of the structure of this thesis. The
research questions are then stated where the major aim is to investigate carers’ (family
members’) personal identities when they are recovering from the impacts of having a
loved one with a substance use and/or a mental health disorder.
1.1. Glossary of Terms
The purpose of defining the terms within the introduction is to provide consistency and
clarity in the language used within the thesis.
The expression ‘loved one’ describes the person who has the substance use and/or
mental health (SU and/or MH) disorder. This term is used because it was the preferred
term of the participants to describe their relative who has a SU and/or MH disorder.
The term ‘family member’ or ‘carer’ can refer to anyone who is in a relationship with
a partner, relative or friend who has been diagnosed with a SU and/or MH disorder. For
example, a carer is someone who provides ongoing support through listening, practical
help and financial assistance. The carer may or may not be residing with the person that
they support (Weegmann, 2006).
In this research, a ‘substance use disorder’ (SUD) includes both substance dependence
and substance abuse. Substance dependence is where an individual continues to use a
substance “regardless of significant substance related problems” (American Psychiatric
Association, 2000, p. 192). Substance abuse is where an individual displays a
maladaptive use of a substance that has continual and significant negative consequences
which are related to the use of the substance (American Psychiatric Association, 2000).
The term SUD also incorporates the concept of addiction which can be “defined as a
behaviour over which an individual has impaired control with harmful consequences”
(West, 2001, p. 3).
A ‘mental health disorder’ (MHD) in this research has a very broad focus and
incorporates both a formal and informal diagnosis. A formal diagnosis is one in which a
trained professional has diagnosed their loved one as having a mental illness. An
informal diagnosis refers to a loved one who in their family’s perception has
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impairment in their cognitive, emotional, psychological or behavioural functioning in
the context of their everyday lives (i.e., relationships and functioning at work, home,
school), where the MHD is not formally diagnosed (American Psychiatric Association,
2000; Overton & Medina, 2008).
The terms ‘dual diagnosis’, ‘dual disorders’, ‘co-occurring disorders’ and ‘comorbidity’ are used interchangeably to indicate the current presence of both a SUD and
a MHD. In this thesis, the term ‘co-occurring disorders’ will be used to indicate that a
loved one has both a SUD and MHD. A proportion of people diagnosed with either a
MHD or SUD actually have both. In the US prevalence rates vary between 20-60% (e.g.
Drake & Mueser, 2002; Kessler, Chiu, Demler, & Walters, 2005; Kessler et al., 1996;
Regier, Narrow, & Rae, 1990) while they are lower in the UK with prevalence rates
between 9-36% (McCreadie, 2002; Schofield, Quinn, Haddock, & Barrowclough,
2001). In 2004, 21% of Australian males and 21% of Australian females who requested
help for SUD also required support or were referred for an additional mental health
problem (AIHW, 2008a, 2008b). However, a recent study suggests that 64-71% of
people in residential treatment programs for alcohol and other drugs have a comorbid
Axis I mental disorder (Mortlock, Deane, & Crowe, 2011). Overall, studies have shown
that MHD and SUD occur together as often as they exist separately (Davidson & White,
2007).
The term ‘different selves’ is used to represent those various aspects of a person’s
identity; such as past self, future self and ideal self. The term ‘others’ is used to
represent different people or groups in which a person compares her or himself; such as
parent, child, family, a close friend, work colleagues. The terms ‘different selves’ and
‘others’ are also referred to as elements, as they reflect aspects of identity. ‘Personal
characteristics’ (personal constructs) are those qualities that family members use to
describe their personal identity. People are able to rate their different selves or others
(elements) in terms of their personal characteristics (personal constructs). These terms
are explained in greater detail in Chapter 3.
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1.2. The Impact of a Loved One’s Substance Use and/or Mental Health Disorder
on Other Family Members
Research on the impacts of SUD on families (Velleman & Templeton, 2003) found that
substance use has a negative impact on family processes (e.g., family rituals, routines,
social life) and family systems (e.g., domestic violence, family disharmony, child
abuse), where all family members are negatively affected due to the uncertainties which
go along with substance use (e.g., where do they go for help, whatever they do doesn’t
fix the problem, is it their fault?). The majority of family members experience
significant strain and an inability to cope when faced with the long term nature of
substance use (Velleman & Templeton, 2003). The impact of a loved one’s SUD is
significant with family members describing that they “felt lonely, isolated, tired,
drained, unsupported, anxious, depressed, suicidal, guilty, tearful, fearful, tense and
confused” (Butler & Bauld, 2005, pp. 35-36). Family members can begin to neglect
their personal presentation, ignore their own well-being and overlook any physical
complaints, which in turn is associated with an increase in the frequency of illness
(Kirby, Marlowe, Festinger, Garvey, & LaMonaca, 1999; Ranganathan, 2004; Spear &
Mason, 1991).
In regards to caring for a loved one with a MHD, family members report experiencing a
range of emotions such as loneliness, worry, shame, guilt, frustration, exhaustion, rage,
hopelessness, loss and grief (Pejlert, 2001; Pickett-Schenk, Cook, & Laris, 2000; Curtin
& Lilley, 2001, as cited by Shankar & Muthuswamy, 2007; Tennakoon et al., 2000).
The vacillation between ‘predictable’ and ‘unpredictable’ behaviour is very confusing
for family members and eventually undermines the family’s ability to accommodate
their loved one’s behaviour (Johnson, 2000; Milliken & Nortcott, 2003). Studies have
shown that the stress that families feel develops from feelings of helplessness and loss
of control, exhaustion, isolation, fears for their own (and their loved one’s) safety
during crises, and the worry associated with their loved one’s future (Shankar &
Muthuswamy, 2007). There is also a great financial toll exerted on family members
(Butler & Bauld, 2005). Family members often describe feeling ignored or dismissed as
being irrelevant by mental health professionals (Johnson, 2000).
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The presence of co-occurring disorders represents an even greater challenge for family
members. In a review of the research on the impact of caring for individuals diagnosed
with co-occurring disorders, Townsend et al. (2006) identified key problems that were
experienced by family members. These problems included: isolation, conflict between
family members, insufficient help in caring for their loved one and family violence. The
effects of these stressors were exhibited emotionally (e.g., worry, anger, guilt, shame),
physically (e.g., migraines, ulcers), a decrease in well-being and negative effects on
other children in the family (i.e., psychological and emotional growth and development;
Townsend, Biegel, Ishler, Wieder, & Rini, 2006). However, only a few studies have
been completed on the impact on families of having a loved one with a co-occurring
disorder. These studies report that the previously mentioned stressors and negative
health effects for SUD and MHD are further exacerbated when co-occurring disorders
are present (Barrowclough, Ward, Wearden, & Gregg, 2005; Dixon, McNary, &
Lehman, 1995; Townsend, et al., 2006).
Overall, caring for someone with a SU and/or MH disorder represents a significant
burden for the family members or carers, and often results in the loss of ideals and
lifestyle for themselves and their loved one (Bernheim & Lehman, 1985; Cummins et
al., 2007; Milliken & Nortcott, 2003). Cummins et al. (2007) report that carers have the
lowest well-being relative to other groups investigated, which included unemployed,
low income earners, people who live alone and combinations of these groups. In
addition, they report that well-being decreased as the number of hours per week spent
caring increased, with no evidence to suggest carers adjust to their caring role over time.
On average, carers reported suffering from psychological problems such as depression,
anxiety and stress (Briggs & Fisher, 2000; Cummins, et al., 2007).

Furthermore,

families often suffer financially, will have less time for themselves, and relationships
within and outside of the family may be damaged (Bernheim & Lehman, 1985;
Cummins, et al., 2007; Milliken & Nortcott, 2003). Therefore, understanding the
processes that family members undertake as they recover is imperative. This
understanding will help provide more suitable support for family members or carers so
as to enable them to move on with their own lives, regardless of what their loved one
chooses to do with their life.
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1.3. Purpose of Thesis
The aim of this thesis is to investigate family members’ personal identities when they
are recovering from the impacts of their loved one’s SU and/or MH disorder. There
have been a number of studies which investigated the themes of recovery for families in
regards to MHD (e.g., Milliken & Nortcott, 2003; Pagnini, 2005) and SUD (e.g.,
Barnard, 2007; Brown & Lewis, 1999). From these studies, a number of processes have
arisen such as the journey metaphor of recovery, stigma, grief, coping and identity. To
identify if these processes of family recovery, or other themes, arise in the sample
population, interviews were conducted.
Although a number of studies have looked at the first four of these themes, journey,
stigma, grief and coping (e.g., Corrigan, Watson, & Miller, 2006; Godress, Ozgul,
Owen, & Foley-Evans, 2005; Johnson, 2000; Oreo & Ozgul, 2007; Orford et al., 2001;
Pickett-Schenk et al., 2006), the last theme of identity has been neglected. Personal
identity, which is discussed in greater detail in Chapter 3, involves the personal
meanings that individuals assign to their identity; how an individual describes her or his
personal characteristics. The only investigation found that is based on identity in family
recovery was that of Milliken and Northcott (2003), which investigated parental
identity, based on grounded theory. However, there has been little investigation,
especially empirical research, into the changing nature of personal identity. Therefore,
this research investigates the changing nature of personal identity, that is, the internal
processes of identity, in relation to recovery.
Investigating the personal identity of family members impacted by their loved one’s SU
and/or MH disorder is important. It may enable the identification of ways to help
promote not only coping with the impacts of a SU and/or MH disorder but also
encourage growth and development of the family member towards a ‘preferred’ or
‘ideal’ self; a way of moving on with his or her own life. This may involve the concept
of possible selves so as to enable family members to perceive and experiment with new
ways of looking at or behaving in response to challenging life situations.
Personal identity can affect, or be affected by, the other processes associated with
recovery such as grief, stress, trauma, stigma and coping. Having an awareness of the
relationship between personal identity and other recovery themes may enable an
6

understanding of how personal identity may influence the impact of these processes on
family members. For that reason the relationship between personal identity and recovery
processes were investigated.
As outlined, in Section 1.2, families impacted by a loved one’s SU and/or MH disorder
undergo an enormous amount of stress and trauma. Support groups provide an
opportunity for families to share their experiences and to receive help and guidance in
coping with this situation (Chen & Greenberg, 2004; Chien, Norman, & Thompson,
2006; Dixon et al., 2001; Pickett-Schenk, et al., 2006). What family members
experience in the support group may be employed within the family to help improve
family functioning (Rotunda, Scherer, & Imm, 1995; Stanton & Shadish, 1997).
Personal identity may also provide an insight into the way that family members perceive
their family and support group. Consequently, the relationship between the family,
support group and personal identity was examined, in relation to recovery.
1.4. Outline of Thesis
The following section provides an outline of each chapter, where initially the literature
of recovery and identity is examined. The focus then transfers to the studies which
investigated each of the research questions related to personal identity and recovery;
these are outlined in Section 1.5. Lastly, is a discussion, which links the research
questions and provides a final conclusion in regards to the main aim of the thesis.
Chapter 2 focuses on defining recovery for families impacted by their loved ones’ SU
and/or MH disorders. It concentrates on what recovery means for families, by looking at
recovery in terms of an hierarchy of needs. The differences and similarities between
models of family recovery for both SUD and MHD are examined. The focus then shifts
to the processes of recovery for families that are identified within these models. An
amalgamation of stages and processes of family recovery along with the hierarchy of
needs is then discussed. The chapter concludes by investigating other ways to view
family recovery models.
Chapter 3 focuses on how the family members’ identities link with the other processes
associated with family recovery. Defining personal identity is then examined and how
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identity develops and changes over time. The focus then is on how personal identity is
measured.
Chapter 4 provides an overview of the research design. A description of how family
members were approached to participate in the study is presented. The demographics of
the participants are outlined and the measures used in the studies are described. Finally,
the different analyses used in the studies are explained.
Chapter 5 examines the data from the cross-sectional study. Initially, there is a focus on
identifying the relationship between how participants perceived themselves and others;
this is accomplished in two ways. Firstly, determining how the participants rated their
different aspects of self and others in terms of personal characteristics (average element
ratings). Secondly, determining how similar or dissimilar the different aspects of self
and other are from their usual self in regards to personal characteristics (distance
measures). The average element ratings and distance measures are described in detail in
Section 3.1 and 4.4.9. Repeated measures analyses of variances are conducted to
identify if there are significant differences between the average element ratings and
between the distance measures. Multidimensional scaling is used to explore the
relationships between all the average element ratings or all the element distance
measures. The relationship between personal identity and other processes (e.g., grief,
coping, stigma) related to recovery are explored. Correlations are conducted to identify
the relationships between personal identity and other processes related to recovery.
Finally, the relationship between how the participants perceive their family and support
group are investigated. A series of multiple regressions are conducted to identify
whether personal identity influences the relationships between family and the support
group.
Chapter 6 focuses on the research questions relating to the internal processes of identity.
The longitudinal study identified how the participants change the way they perceive
themselves and others over 12 months. Average element ratings and distance measures
are calculated. Repeated measures analyses of variances are conducted to identify if
there are significant differences between all the average element ratings as well as
between all the distance measures. Repeated measures ANOVAs are conducted to
identify changes in the way the participants perceive themselves and others over time.
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The results of the analyses are stated and a discussion of the results and their
implications follows.
Chapter 7 targets the research questions involving identity and recovery. The
longitudinal study examines the relationship between changes in the recovery processes
and changes in personal identity over time. Correlations are conducted to identify if
significant relationships existed in changes to personal identity and changes in the other
recovery processes. The statistically significant results are highlighted and a discussion
of these follows.
Chapter 8 centres on the research questions linking family, support group and identity.
The longitudinal study investigates the relationship between changes in how the
participants perceive their family and the support group over time and if this is
influenced by changes in personal identity. Correlations are conducted to determine if
significant relationships existed in changes to family and the support group. A series of
hierarchal multiple regressions are conducted to identify whether changes in the
personal identity influences the relationships between changes in the family and
changes in the support group. The results that are statistically significant are stated and a
discussion of their implications for family recovery is outlined.
Chapter 9 focuses on the research questions related to the qualitative study. The
transcripts of the semi-structured interviews at baseline and after 12 months are
analysed using Leximancer (ver. 3.5), a semi-automatic content analysis research tool.
Leximancer is able to generate concept maps, which visually represent the strength
between the concepts and produces themes based on the key care giving experiences.
The themes at baseline and after 12 months are compared to identify any changes over
time. The themes identified in these analyses are described and a discussion of the
significance of the results for family recovery is outlined.
Chapter 10 highlights the significant findings of the thesis and makes the important
links between the research questions. The theoretical and practical implications of the
findings are elaborated. Strength, limitations and future research areas are discussed. A
conclusion to the thesis is then stated.
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1.5. Research Questions
This thesis is about family members’ recovery journeys, specifically focusing on their
personal identities and the impacts that personal identity has on other recovery
processes, their family and the support group. The participants in cross-sectional
(quantitative) study were involved with a variety of services (refer to Section 4.1.1 for
further details). This study identified the relationship between personal identity and
recovery, where each participant completed measures of care giving and recovery. The
participants in the longitudinal study were members of a family support service
conducted by the Salvation Army, where the length of time participating in this group
varies (refer to Section 4.1.2 for further details). This study explained and predicted the
relationship between personal identity and recovery. Each participant completed a
questionnaire package at baseline and after 12 months. The discovery orientated
(qualitative interviews) information was used to identify themes in relation to family
recovery, where 19 of the 44 participants from the longitudinal study completed an
interview at the baseline and after 12 months. These studies were examined in relation
to the following research questions:
Internal Processes of Identity
1) How similar or different do family members perceive themselves and others in
regards to the personal constructs? (cross-sectional study)
2) What are the changes, over 12 months, in how family members perceive (rate)
their ‘different selves’ and ‘others’ in regards to the personal constructs?
(longitudinal study)
3) What are the changes, over 12 months, in how similar family members perceive
(rate) their ‘usual self’ in comparison to their ‘different selves’ and ‘others’, in
regards to the personal constructs? (longitudinal study)
4) What are the relationships between:
a.

each of the various element ratings and

b.

each of the ‘usual self’ – element distance measures

in terms of similarity and dissimilarity to each other? (cross-sectional and
longitudinal study)
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Identity and Recovery
5) What is the relationship between identity (self-discrepancy) and other processes
associated with recovery, such as, grief, coping, well-being and stigma? (crosssectional study)
6) What are the changes in the processes associated with recovery, such as, grief,
coping, well-being and stigma over 12 months? (longitudinal study)
7) What is the relationship between changes in identity and changes in the
processes associated with recovery over 12 months? (longitudinal study)
Family, Support Group and Identity
8) What is the relationship between how family members perceive their families
and their support groups? (cross-sectional study)
9) What are the changes in the family members’ perception of their families and
their support group over 12 months? (longitudinal study)
10) What is the relationship between changes in the family members’ perception of
their families and the support group over 12 months? (longitudinal study)
Qualitative Research Questions
The purpose of the discovery orientated interviews is to identify themes, related to the
impacts of a loved one SU and/or MH disorder that occurred from the time the family
members’ loved one had a SU and/or MH disorder and after 12 months. The
participants that took part in the interviews were all members of a family support
programme conducted by the Salvation Army. The initial interview (baseline) asked the
participants to describe the impact of their loved one’s SU and/or MH disorder has had
on them from the time when they first thought ‘something is not quite right here’. The
second interview (after 12 months) asked the participants to describe the impact of their
loved one’s SU and/or MH disorder has had on them in the previous 12 months. Refer
to Appendix P for further details about the interview protocol. The themes at baseline
and after 12 months were compared to identify any changes over time.
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11) What themes related to family/carer recovery are identified in the interviews at
the start and in the last 12 months?
12) What changes were there to the themes identified in the interviews over the 12
months?
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CHAPTER 2:
RECOVERY
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This chapter outlines the concept of recovery initially from the loved one’s perspective
and then from the family member’s perspective. It also focuses on growth and wellbeing of the family member and how these concepts relate to recovery. Maslow’s
(1987) ‘hierarchy of needs’ is used as a framework to elaborate the concepts of
recovery, growth, and well-being. Maslow’s (1987) ‘hierarchy of needs’ reflects both
traditional support groups which tend to have an avoidance focus (e.g., reducing
distress, i.e., safety), as well as empowerment support groups which generally have an
approach focus (e.g., autonomy, i.e., self-actualisation). The current models of family
recovery are also discussed in terms of phases and current processes that underpin
recovery. These phases and processes are then mapped onto Maslow’s (1987) ‘hierarchy
of needs’ to identify areas for further development in the models of family recovery.
The concept of recovery has developed over many years from a relatively narrow
viewpoint, that focussed on the absence of symptoms (i.e., the medical model;
Davidson, 2003; Loveland, Weaver Randell, & Corrigan, 2005), to a wider viewpoint
that focuses on the maintenance and growth of a meaningful life (i.e., the psychological
model of recovery; Andresen, Oades, & Caputi, 2003; Craig, 2008). One of the central
tenets of the recovery movement proposes that “identifying and building on strengths
can often accomplish things that attending to deficits and dysfunction alone have not
been able to do” (Davidson & White, 2007, p. 110).

Psychological recovery

incorporates this central tenet and describes recovery as an ongoing process where one
moves beyond just coping to thriving, the overall aim is to flourish rather than struggle
(Andresen, et al., 2003; Keyes, 2002).
Until recently the concept of recovery has focussed on people who have been diagnosed
with a MHD, SUD (Gagne, White, & Anthony, 2007) or co-occurring disorders
(Davidson & White, 2007). It has been highlighted that similar recovery orientation
processes occur in SUD, MHD and co-occurring disorders where treatment moves
beyond being ‘crisis short-term focus’ that is, stabilisation, to long term sustained
recovery (Davidson et al., 2008; White & Davidson, 2006).
Initial investigations involving families focused on the recovery of the loved one
diagnosed with a a SU and/or MH disorder, and how families could enhance
(Barrowclough, et al., 2005; Clark, 2001; Dixon, 1999; Glynn, Cohen, Dixon, & Niv,
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2006; Moore, 2005; Schofield, et al., 2001) or impede (Cavaiola, 2000; Gruber &
Taylor, 2006; Kavanagh, 1992; Rotunda, West, & O'Farrell, 2004; Townsend, et al.,
2006) their loved one’s recovery. As mentioned in Chapter 1, families are negatively
impacted by the experiences of having a loved one with a SU and/or MH disorder and
also need to recover.
The investigations on the impact that a loved one’s SU and/or MH disorder has on the
family (e.g., Brown & Lewis, 1999; Pagnini, 2005) have revealed that family members
also undergo a process of recovery similar to their loved one. Like their loved ones, a
family member’s recovery journey is personal, dynamic, can follow a number of
different pathways where each family member can be at different points in his or her
recovery journey (Craig, 2008; Gagne, et al., 2007). The recovery of family members,
as with their loved ones, needs to focus on their strengths and not only on their deficits
or problems such as their inability to cope with the traumatic experience of having a
loved one with a SU and/or MH disorder.
As mentioned earlier in this section, the concept of recovery is often associated with
loved ones with a SU and/or MH disorder. Therefore, families often baulk at the
concept of seeing themselves as being in recovery, as they do not see themselves as
being similar to their loved one who has the SU and/or MH disorder (i.e., they are not
ill). ‘Personal and Relational Empowerment’ is a term that could be used in family/carer
programs to describe the process of family recovery. The ‘personal and relational’
component describes the impact that a loved one’s SU and/or MH disorder has had on
family members’ intrapersonal and interpersonal relationships, and how these
relationships can be engaged to benefit the growth and development of family members.
The ‘empowerment’ component describes how family members can regain a sense of
power or control over who they wish to be, how they want to live their lives using their
own strengths and assets. Empowerment is not about surviving; it is about living a
flourishing, meaningful life.
2.1. Surviving and Flourishing
Families impacted by their loved one’s SU and/or MH disorder often describe the
experience as a traumatic and stressful event in their lives (e.g., Baxter & Diehl, 1998;
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Lewis, Allen-Byrd, & Rouhbakhsh, 2004). Therefore, to have an appreciation of the
processes of recovery, families’ experiences of trauma need to be understood.
According to the criteria in the diagnostic and statistical manual (American Psychiatric
Association, 2000), a traumatic event is defined as one that requires a person being
involved in, witnessing or learning about an actual or threatened death or serious injury.
The reaction of the person who experienced the traumatic event is one of fear,
helplessness, or horror. However, Tedeschi and Calhoun (2004) defined a traumatic
event as an experience that poses significant challenges to the coping mechanisms of the
person as well as to his or her understanding of the world and how he or she connects to
it. This is a much broader description of a traumatic event where the terms trauma,
crises, and highly stressful event are used interchangeably. This definition is in
accordance with the experiences reported by families impacted by their loved one’s SU
and/or MH disorder. At times, loved ones’ SU and/or MH disorders result in death or
serious injury (e.g., overdose, suicide) and although family members might not meet the
full criteria for post-traumatic stress disorder they experience significant trauma
nonetheless. For example, a quote from a mother “What’s the worst thing about drugs
for you? The destruction it does to your family and the destruction it does to yourself”
(Barnard, 2007, p. 26). From this perspective carer recovery can be viewed as an
adjustment to trauma. Families experience the trauma (e.g., isolation, anxiety, fear,
confusion, and so on) of having a loved one with a SU and/or MH disorder and develop
skills that enable them to alter the way they react or perceive the traumatic event. Often
for family members their initial focus is on survival.
2.1.1. Posttraumatic growth
It is recognised that people who go through a traumatic event(s) may experience serious
psychological and physical problems (Tedeschi & Calhoun, 2004). However, numerous
empirical studies have shown that people who experience a crisis may also undergo
positive psychological transformations after the stressful event (Tedeschi & Calhoun,
2004; Zoellner & Maercker, 2006). Tedeschi and Calhoun (2004) describe this process
as posttraumatic growth (PTG), which “refers to positive psychological change
experienced as a result of the struggle with highly challenging life events” (p. 1). The
process of PTG is not a return to previous functioning but is perceived as an
improvement in functioning (Tedeschi & Calhoun, 2004).
16

Trauma and PTG are not dichotomous they are distinct constructs where a person may
at the same time experience both distressing feelings as well as PTG. This dichotomy
resonates with the families’ experiences of having a loved one with a SU and/or MH
disorder. If family members can experience the distress associated with the impact their
loved one’s SU and/or MH disorder has had on their lives, while at the same time
focussing on themselves (e.g., their values, beliefs, goals and strengths), this may enable
growth to occur in the face of trauma.
The construct of PTG is viewed as being multidimensional and involves “changes in
beliefs, goals, behaviours, and identity” (Zoellner & Maercker, 2006, p. 630). There are
five domains which comprise PTG these include an increased appreciation for life in
general, more meaningful relationships, increased sense or awareness of personal
strengths, new possibilities for one’s life, and growth in spirituality or existential
matters (Tedeschi & Calhoun, 2004). Therefore, PTG for family members is more than
surviving a traumatic event, it is about flourishing despite or because of the traumatic
event.
2.1.2. Subjective well-being
Recovery has been viewed in the past as the absence of symptoms (i.e., clinical
recovery), placing the concept of recovery within the illness or medical paradigm
(Slade, Amering, & Oades, 2008). This view is similar to earlier views of mental health
which were viewed as the absence of mental illness (Ryff, 1989). Mental health is
“operationalized as a syndrome of symptoms of an individual’s subjective well-being”
(Keyes, 2002, p. 208), where subjective well-being is defined as “the appraisals
individuals make about the quality of their lives” (Keyes et al., 2008, p. 181). A number
of studies have indicated a moderate negative correlation between mental health and
mental illness (r = -.40 to -.55; Keyes & Lopez, 2002; Slade, 2010). These findings
suggest that mental health and mental illness may not be a dichotomous variable
(Keyes, 2002). Therefore, family members who have high well-being may also have
symptoms associated with trauma or family members who have low well-being may
have few symptoms associated with trauma. The mental health of a person is then best
conceptualised “as a complete state consisting of the presence and the absence of mental
illness and mental health symptoms” (Keyes, 2002, p. 2010). Consequently, recovery is
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about engaging with life and improving one’s mental health even though there may be
fluctuations in symptoms associated with trauma.
Subjective well-being involves two components: firstly, the hedonic which reflects a
person’s feelings towards life (i.e., their emotional well-being; Keyes, et al., 2008). It is
a balance between positive and negative affect of a person’s immediate experience.
Eudemonia is the second component and reflects a person’s potential and her or his
“positive functioning in life” (Keyes, et al., 2008, p. 182). It looks at how people view
themselves as fulfilling their potential “becoming a more fully functioning person”
(Keyes, et al., 2008, p. 182), that is, psychological well-being. It focuses on the ‘I’ or
“Me’. Eudemonia also reflects how people view themselves as a fully functioning
member of society (Keyes, et al., 2008), that is, social well-being. It focuses on the
‘We’ or ‘Us’.
Keyes et al. (2008) describe three categories of well-being: flourishing, moderately
mentally healthy, and languishing. People who are flourishing are “filled with positive
emotion and to be functioning well psychologically and socially” (Keyes, 2002, p. 210);
they are mentally healthy. Those people who are not mentally healthy are languishing
and have low levels of well-being and have a life “of quiet despair” (Keyes, 2002, p.
210) which is full of “emptiness and stagnation” (Keyes, 2002, p. 210). Those people
who are neither flourishing nor languishing are moderately mentally healthy.
The concepts of mental health and mental illness are combined in the model of complete
mental health (Keyes & Lopez, 2002). This model has two states of mental health:
‘Complete mental health’ where there is an absence of mental illness and high levels of
well-being (i.e., flourishing); ‘Incomplete mental health’ where there is an absence of
mental illness but low levels of well-being (i.e., languishing; Keyes & Lopez, 2002).
There are also two states of mental illness: ‘Incomplete mental illness’ where there is a
recent diagnosis of mental illness and high levels of well-being (i.e., struggling);
‘Complete mental illness’ where there is a recent diagnosis of mental illness and low
levels of well-being (i.e., floundering; Keyes & Lopez, 2002). When there are moderate
levels of well-being (i.e., moderately mentally healthy) this may coincide with either a
recent diagnosis or an absence of a mental illness. This model highlights the importance
of family recovery services to focus on well-being as well as the reductions in the
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symptoms associated with having a loved one with a SU and/or MH disorder. As a
focus on well-being may increase family members’ positive feelings about life, their
perception of their own potential and the functional interactions they have with others in
society.
2.1.3. Approach and avoidance motivation
Approach and avoidance motivation is another useful way of looking at recovery, as
these motivations together are essential for “successful adaptation” (Elliot, 2008, p. 5)
both physically and psychologically. Approach motivation is defined as “the
energization of behavior by, or the direction of behavior toward, positive stimuli
(objects, events, possibilities). Avoidance motivation, on the other hand, may be defined
as the energization of behavior by, or the direction of behavior away from, negative
stimuli (objects, events, possibilities)” (Elliot, 2008, p. 8).
Negatively evaluated stimuli are associated with avoidance motivation. This can be
represented as either evading something negative which is currently absent (e.g.,
applying sunscreen to avoid getting burnt) or escaping from something negative which
is currently present (e.g., wearing sunglasses to avoid bright lights); implying a
movement away from negative stimuli. Therefore, avoidance motivation incorporates
impeding new negative stimuli being acquired as well as evading existing negative
stimuli (Elliot, 2008). Elliot (2008) stated that “Avoidance motivation facilitates
surviving” (p. 5). When families have a loved one with a SU and/or MH disorder they
might find it very difficult to cope with the symptoms or behaviour of their loved one.
Initially families may try to manage the traumatic situation (i.e., stop things from
getting worse) by avoiding any triggers, conflict, or stressors. This reaction to the
trauma is logical and valid, where families are avoiding the negative stimuli; this may
enable them to survive the situation. However, a problem occurs when families get
fixed into this ‘avoidance’ response to their situation and they don’t start to take their
lives back by ‘approaching’ opportunities for growth, meaning and valued living.
Positively evaluated stimuli are associated with approach motivation. This can be
represented as either keeping something positive which is currently present (e.g., an
employer giving a pay rise to good employees, so as to keep them with the company) or
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obtaining something positive which is currently absent (e.g., children receiving pocket
money for doing their chores); implying a movement towards a positive stimuli.
Therefore, approach motivation incorporates acquiring new positive stimuli as well as
upholding existing stimuli (Elliot, 2008). Elliot (2008) stated that “Approach motivation
facilitates thriving” (p.5). For example, if families are able to put in place rules and/or
processes this allows them to move towards the attainment of their goal(s); for example,
a family holiday or going out to dinner with their partner. Therefore, families are
approaching a positive stimulus; which may enable them to thrive. So families can
experience the negative behaviours or symptoms of their loved one while at the same
time experience the opportunities for growth in their own lives.
2.1.4. Flourishing and recovery
There is significant overlap between the concepts of posttraumatic growth (Tedeschi &
Calhoun, 2004), subjective well-being (Keyes, 2002), and approach and avoidance
motivation (Elliot, 2008), each an important part of recovery. The experience of a
traumatic event is distressing and highly emotional. However, growth can still occur
while these distressing feelings and cognitions continue. For example, PTG can co-exist
with the feelings and cognitions associated with the traumatic event (Tedeschi &
Calhoun, 2004), mental health can co-exist with mental illness (Keyes, 2002),
avoidance of negative feelings in one context (e.g., feelings of grief at home alone) can
be approached in another context (e.g., feelings of grief within a support group).
A person’s strengths can be viewed as a way of enabling the person to grow and adapt
to a new situation. One of the domains which comprise PTG is an increased sense or
awareness of personal strengths. These strengths are used to enable people to recognise
that although traumatic events occur in life, they can find the strength to move through
them (Tedeschi & Calhoun, 2004). Subjective well-being focuses on a person’s
potential through the identification and development of intrapersonal and interpersonal
strengths (Keyes, 2002). Approach motivation focuses on movement towards a positive
stimulus such as using a person’s strengths to enable him or her to thrive (Elliot, 2008).
Therefore, a person’s strengths are used in ‘transitioning’ to help her or him move
forward such as approaching a specific goal or valued life direction. People’s strengths
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may also enable them to consolidate any changes in approaching their goals or valued
life direction.
Relationships with others are viewed as being an essential component of posttraumatic
growth (Tedeschi & Calhoun, 2004), subjective well-being (Keyes, 2002), approach and
avoidance motivation (Elliot, 2008) in recovery. A feature of PTG is having more
meaningful relationships. This feature could involve identifying relationships that
people did not realise existed, accessing existing relationships in a different way,
finding new relationships, losing some relationships as well as developing a new or
increased understanding of others (e.g., more compassion for others; Tedeschi &
Calhoun, 2004). Some people have also reported growth through greater engagement in
spirituality or existential matters (Tedeschi & Calhoun, 2004). An area for growth is
through relatedness which incorporates the relationships people have in their family,
community and religion/supernatural (Hanley & Abell, 2002). Subjective well-being
involves social well-being which “is the appraisal of one’s circumstance and
functioning in society” (Keyes, 1998, p. 122); this looks at interpersonal relations in
regards to integration, acceptance, contributions, actualisation and coherence. Approach
and avoidance motivation can also be used in terms of interpersonal relationships. That
is, a person may move away from relationships that trigger negative outcomes and may
move towards those relationships which produce positive outcomes.
Psychological recovery is about moving beyond just coping and surviving a traumatic
event to thriving (Andresen, et al., 2003; Keyes, 2002). The family member does not
return to a pre-trauma state. Family members are able to integrate their experiences of
trauma with their experiences prior to the traumatic event, where they have grown and
developed as a person. This is an ongoing process of growth and development it is not
an end state. Therefore, the ideas of thriving, growth and flourishing are terms used to
indicate that people are living their potential, becoming the person that they wish to be,
living life in line with their own values, goals and beliefs. Family members are able to
not only cope with their situation but also thrive despite having experienced or
experiencing a traumatic event.
The ideas of growth and flourishing link well with approach rather than avoidance
motivation. Avoidance may suggest survival, by avoiding any conflict or stress. This
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may help to satisfy some basic needs but this method does not allow for growth, it may
lead to stagnation. However, approach motivation suggests a continual movement
towards living a life that is going to enable family members to achieve their potential.
This can be viewed from the perspective of Maslow’s (1987) ‘hierarchy of needs’.
2.1.5. Hierarchy of needs
A hierarchy is where values, or in this case needs, are arranged in order of importance
("The Australian Oxford Dictionary," 2004). Maslow (1987; refer to Figure 1)
suggested that the lower order needs (e.g., survival and safety needs) must be met
before the attainment of the higher order needs (e.g., belongingness and love needs). A
person’s strengths may be used to overcome the difficulties in achieving a lower order
need so the person may be able to obtain a higher order need. For example, parents may
feel physically threatened by their loved one when they are under the influence of
substances. However, parents may find that they have the strength to put in place rules
which do not allow their loved one in the house when they are under the influence of
substances. Therefore, creating a safe home environment and enabling them to work
towards meeting a higher order need of belongingness within the family. Using their
strengths and developing new ones, parents are able to continue their journey of ‘SelfActualisation’, that is “to become everything that one is capable of becoming” (Maslow,
1987, p. 22)

SelfActualisation
Needs
Awareness, meaning

Esteem Needs
Mastery, prestige, recognition

Love/Belonging Needs
Family, affection, relationships, work

Safety Needs
Freedom from fear, security, stability

Physiological Needs
Air, water, food, shelter

Figure 1. Maslow’s hierarchy of needs. Adapted from “Maslow's hierarchy of needs: A
framework for achieving human potential in hospice” by Zalenski and Raspa, 2006,
Journal of Palliative Medicine, 9, p. 1121.
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Although Maslow (1987) talks about needs being in a fixed hierarchy, he does
acknowledge that this process is not a rigid one. Maslow (1987) provides examples
where the hierarchy has been reversed, for instance when people hold high ideals;
martyrs who will give up their basic physiological needs (e.g., food) in order to achieve
their higher ideals (e.g., freedom of speech). Maslow (1987) also acknowledges that
most people are somewhat satisfied and unsatisfied in their basic needs at the same
time. This suggests that people can be simultaneously trying to satisfy and be motivated
by varying needs at any one time. For example, parents may forgo their need for safety
to satisfy their need to care and support their loved one.
When families are under stress due to their loved one’s SU and/or MH disorder they
may retreat to meeting their lower order needs. As a result, families may look for coping
strategies and support in order to survive the trauma that they are enduring. As
mentioned in the previous paragraph, lower and higher order needs can be met
simultaneously. Hence, families can continue to live lives that are in line with their own
higher order needs (e.g., esteem needs) while at the same time meeting their lower order
needs (e.g., safety). Importantly, attaining all these differing levels of needs at once will
likely require interpersonal support (e.g., support groups, counselling). Interpersonal
relationships can be viewed as a way that family members can satisfy a deficit in their
needs (e.g., safety, love needs). However, interpersonal relationships can also be viewed
as a need in and of itself, where building and transforming relationships can facilitate
self-actualisation.
2.1.6. Interpersonal model of self-actualisation
Maslow’s (1987) hierarchy of needs has been criticised for its emphasis on
interpersonal relationships as being a way of satisfying deficiency needs rather than a
need in and of itself (Hanley & Abell, 2002). Families have often reported feelings of
stigma and social isolation (e.g., Barnard, 2007; Rose, Mallinson, & Walton-Moss,
2002), and these experiences may be barriers for families in attaining their higher order
needs. Thus, it may be necessary to meet higher order needs so that the lower order
needs are met (e.g., feeling affiliation so that families feel safe). Additionally, caring is
an interpersonal phenomenon and often takes place within a family, which is set within
a community. These environments also involve a number of interpersonal relationships
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(e.g., siblings, parents, counsellors, medical staff); as a consequence, a ‘needs’ model
requires that interpersonal needs are a central component.
Hanley and Abell (2002) argue that Maslow’s lack of emphasis on the importance of
interpersonal relationships “undermines the potential for growth through relationship at
all levels of psychological development” (Hanley & Abell, 2002, p. 39). Therefore, they
suggest a modification to Maslow’s hierarchy of needs which incorporates a more
positive view of ‘relatedness’ as an area for growth, called the ‘Interpersonal Model of
Self-Actualization’ (Hanley & Abell, 2002, refer to Figure 2).

Spiritual Relationships
Interpersonal Relationships
Parenting

Self-Actualisation

Esteem

Love & Belongingness

Safety

Physiological

Family
Natural environment

Figure 2. Interpersonal model of self-actualization. Adapted from “Maslow and
relatedness: Creating an interpersonal model of self-actualization” by Hanley and Abell,
2002, Journal of Humanistic Psychology, 42, p. 52.
Hanley and Abell (2002) describe relatedness as “an expression of an individual’s
worldview beyond their own sense of self, an expression that often involves connection
and commitment to an outside other or entity” (p. 38). This model, in which Maslow’s
Hierarchy is at the centre, has three components associated with ‘relatedness’: Firstly, it
places an importance on parenting and family life; secondly, it incorporates community
values in the quest for individual growth; and lastly, it acknowledges the significance of
a relationship with a person’s own notion of God or the supernatural (Hanley & Abell,
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2002). Therefore, a person’s interpersonal relationships with family, friends,
environment and her or his spirituality are considered important for personal
development and the meeting of needs. The importance of a person’s interpersonal
relationships has been partially supported by the research on the impacts of support
groups on families impacted by SUD or MHD. Support groups contributed to the
positive caregiving experiences of family members (Chen & Greenberg, 2004) and they
offered an extension to the network of friends, which led to an increase in the perception
of support received and satisfaction in the support group (Pickett, Cook, & Heller,
1998).
It is proposed in this thesis that a ‘relatedness’ model is a useful framework for viewing
different recovery, personal and family development needs. A review of existing family
recovery models will be completed before locating them within a relatedness hierarchy
of needs, that is, a ‘Personal and Relational Empowerment’ perspective. This
perspective is important for families as the challenges they face are both intrapersonal
(e.g., expectations they have for their own life) and interpersonal (e.g., stress and
conflict in relationships with family and friends). Families are not only motivated by the
basic needs but also how they fulfill these needs through either approach (e.g., seeking
help) or avoidance (e.g., social isolation) motivations. Often there is a conflict in needs
between self preservation (e.g., living their own life) and the preservation of their loved
one (e.g., saving their loved one). Family recovery is more than coping and containment
of the situation, it is also about moving forward through growth and wellness.
2.2. The Phases in Family Recovery
A number of models have been proposed for family recovery over the past twenty years,
which mainly focus on mental illness (Burland, 1990, as cited by Baxter & Diehl, 1998;
Karp & Tanarugsachock, 2000; Milliken & Nortcott, 2003; Muhlbauer, 2002; Pagnini,
2005; Rose, et al., 2002; Spaniol & Zipple, 1994; Tuck, du Mont, Evans, & Shupe,
1997), with a few models based on addiction, mostly involving alcohol (Barnard, 2007;
Brown & Lewis, 1999; Curtis, 1999; Schlesinger & Horberg, 1994; Treadway, 1989).
These models are generally based on phases which are defined as a “stages in a process
of change or development” ("The Australian Oxford Dictionary," 2004). When the
phases of the family recovery models were examined it revealed that there are some
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common features between those related to MHD (see Table 1) and those related to SUD
(see Table 2).
Firstly, there is an ‘Initial recognition of a problem’, an acknowledgment that something
is wrong and is often dismissed as a ‘passing phase’, ‘just odd’, ‘a little off’, or ‘normal
problems’ (Barnard, 2007; Brown & Lewis, 1999; Karp & Tanarugsachock, 2000;
Pagnini, 2005). There is a preoccupation on the loved one as family members’ concerns
increase (Barnard, 2007).
Secondly, there is ‘Recognition of the SU and/or MH disorder’. During this phase the
family will seek help (usually from a General Practitioner) and external support
(Barnard, 2007; Curtis, 1999; Pagnini, 2005; Tuck, et al., 1997). An official diagnosis
of a SU and/or MH disorder is made. This diagnosis may bring about a sense of relief,
that there is something wrong, and hope that it can be ‘cured’ (Karp & Tanarugsachock,
2000; Muhlbauer, 2002; Pagnini, 2005).
The third common component is ‘Living with the SU and/or MH disorder’; during this
phase family members come to the realisation of the continual influence that their loved
one will have on their lives (Karp & Tanarugsachock, 2000; Muhlbauer, 2002; Pagnini,
2005; Tuck, et al., 1997). This phase can take two paths depending on whether the loved
one is or is not in recovery. If the loved one is not in recovery, she or he will be
continuing their substance use and/or erratic behaviours. If the loved one is in recovery
the family members can feel frustrated at the lack of progress (Karp & Tanarugsachock,
2000). External supports are especially important during this time, as it allows the
family members to discover new skills and identify with others who share a common
experience (Brown & Lewis, 1999; Karp & Tanarugsachock, 2000; Milliken &
Nortcott, 2003; Muhlbauer, 2002; Spaniol & Zipple, 1994).
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Table 1
Phases in Family Recovery Based on MHD
Study

Pagnini (2005)

Phase/Stage
1. Initial Recognition of the Problem

2. Recognition of the SU and/or MH disorder

3. Living with SU and/or MH disorder

4. Acceptance

1. Something is wrong

2. Confirmation of the Mental

3. Adjustment

5. Purposeful coping

4. Management

6. End of Active Caring

4. Embracing the collective

5. Re-enfranchised Parent

Illness
Milliken & Northcott

1. Parent of a teen or young adult

(2003)

2. Becoming Marginalized

3. Disenfranchised Parent

6. Evaluation of my life
7. Emancipated parent

Muhlbauer (2002)

1. Development of awareness:

2. Crisis: Confronting the storm

Storm warnings

3. Cycle of instability and recurrent
crises: Adrift on perilous seas
4. Movement towards stability:
Realigning the internal compass

Rose, Mallinson &

1. Confronting ambiguity

2. Seeking control over illness

Walton-Moss (2002)
Karp &

& Shupe (1997)

Mastering navigational skills
6. Growth and Advocacy:
Sailing existential seas
3. Adopting a stance of
possibilities and realities

1.Emotional Anomie

2. Getting a diagnosis

3. Perceiving illness permanency, grief

Tanarugsachock (2000)
Tuck, du Mont, Evans,

5. Continuum of stability:

4. Acceptance
5. Letting go without guilt

1. Struggling to reframe events as
normal

Spaniol & Zipple (1994)

1. Discovery/Denial

Burland (1990) Baxter

1. Heads out of the Sand

2. Seeking help

4. Living with changing levels of hope

6. Gathering meaning

3. Transformation of the loved child

5. Endless caring

7. Preserving the self

2. Recognition and Acceptance

3. Coping

4. Personal and political advocacy

2. Learning to cope

3. Moving into adovcacy

& Diehl (1998)
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Table 2
Phases in Family Recovery Based on SUD
Study

Phase/Stage
1. Initial Recognition of the
Problem

Barnard (2007)

2. Recognition of the SU and/or
MH disorder

1. Discovery of the drug problem

3. Living with SU and/or MH

4. Acceptance

disorder
2. Living with the drug problem

3. Final expulsion of the drug using
relative

Brown, Lewis & Liotta (1999)

1. Drinking stage

2. Transition Phase

3. Early recovery

4. Ongoing recovery

Curtis (1999)

1.Pre-treatment

2. Stabilization

3. Early recovery

6. Maintenance/Remission

4. Middle recovery
5. Late recovery
Schlesinger & Horberg (1994)

1. Getting started

2. Strengthening the family

3. Confronting addiction

4. Thriving as a family

Treadway (1989)

1.Disengagment

2. Differentiation

3. Negotiation

5. Resolution of the past

4. Conflict management

6. Intimacy
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Lastly, ‘Acceptance’: during this phase there is an acceptance of the need for lifelong
recovery (Curtis, 1999; Pagnini, 2005). There is a resolution of the past, accepting
losses and letting go of previous trauma (Schlesinger & Horberg, 1994; Treadway,
1989). Family members have a greater understanding of the disorder, and accept that
they cannot control it (Karp & Tanarugsachock, 2000). Individual family members
focus on their own lives, re-igniting past interests, or obtaining new ones (Brown &
Lewis, 1999; Milliken & Nortcott, 2003).
However, as noted by many of the authors of these models of family recovery, there
are very few people who will follow these phases in a linear fashion. They
acknowledge that people will generally continually cycle between the phases. Very
few of these models go any further than enabling the families to cope with their
situations. Therefore, they do not take into account the full concept of recovery
which is an ongoing process which moves beyond coping to thriving or flourishing
as a person (Andresen, et al., 2003), and incorporates Keyes’ (2002) concept of
subjective well-being. Hence, a new approach to family recovery may need to be
undertaken which incorporates not only the ability for families to cope with their
situation but also enables them to thrive as people.
2.3. The Processes of Family Recovery
A review of these models of family recovery was conducted in order to identify
reoccurring processes between models based on MHD (Table 3) and those based on
SUD (Table 4). Processes are defined as “a course of action” ("The Australian
Oxford Dictionary," 2004) rather than changes in steps, which occur in phases. As
with the phases a number of reoccurring processes were identified that are similar
between SUD and MHD.
The first process deals with the metaphor of a ‘journey’ which is often used to
describe the course of family recovery (Schlesinger & Horberg, 1994). Families
often describe their family history in two time periods. The first period is “the time
before the illness” (Pejlert, 2001, p. 197), where there may be family conflict over
the reasons for their loved one’s unusual behaviour and what should be done about it
(e.g., Bamberg, Toumbourou, Blyth, & Forer, 2001; Butler & Bauld, 2005). The
second time period is, “the time after the onset of the illness” (Pejlert, 2001, p. 197),
29

where families describe feeling devastated by the news that their loved one was using
substances and/or had been diagnosed with a mental illness (Bamberg, et al., 2001;
Butler & Bauld, 2005). Families also liken the experience of having a loved one with
a SU and/or MH disorder as being on an ‘emotional roller coaster’, where they
experience a range of emotions (e.g., worry, shame, guilt, grief, anger, frustration;
Butler & Bauld, 2005; Shankar & Muthuswamy, 2007).
Table 3

Identity











Milliken & Northcott (2003)











Muhlbauer (2002)











Rose et al., (2002)











Karp & Tanarugsachock (2000)



















Tick et al., (1997)

Stigma

Models
Pagnini (2005)

Grief

Crises &
Coping

Journey

Processes in Family Recovery Based on MHD

Spaniol & Zipple (1994)











Burland (1990) & Baxter (1998)











Table 4

Models
Barnard (2007)

Journey

Stigma

Crises &
Coping

Grief

Identity

Processes in Family Recovery Based on SUD











Brown & Lewis (1999)














Curtis (1999)
Schlesinger & Horberg (1994)







Treadway (1989)











30

Issues of ‘crises (stress) and coping’ arise frequently when families discuss having a
loved one with a SU and/or MH disorder. The initial response from some family
members was that of accommodating their loved one’s behaviour or dismissing it as
a ‘passing phase’. However, a ‘crisis’ would generally instigate the decision to seek
external help (e.g., Barnard, 2007; Karp & Tanarugsachock, 2000). Families provide
a range of support to their loved one, this generates significant burden for families,
where the effects on the family are far reaching and involve all aspects of their life
(e.g., work, leisure, health, relationships, family rituals, routines; Van Wijngaarden et
al., 2003; Velleman & Templeton, 2003). A number of positive outcomes have been
identified for those families who attend family education programs; these support
groups help to maintain the care giving role (e.g., Milliken & Nortcott, 2003; PickettSchenk, et al., 2006).
Stigma is another reoccurring process that delays families from seeking help or
gaining external support due to their sense of shame, which can lead to social
isolation (e.g., Barnard, 2007; Rose, et al., 2002). Social isolation also occurs due to
the demands of their caring responsibilities, as well as the lack of understanding that
they feel from others (e.g., Ranganathan, 2004; Rose, et al., 2002). Initially parents
would often describe themselves as feeling like a failure and blaming themselves
(Bamberg, et al., 2001; Butler & Bauld, 2005). However, through the use of external
supports families are able to learn that there are others who have experienced a
similar situation, receive education and develop new skills (Barnard, 2007; Curtis,
1999).
A process that consistently arises is grief. Family members grieve for the loved one
with the SU and/or MH disorder for a variety of reasons (e.g., the emotional pain
inflicted on each other, the lost potential/future of that person; Godress, et al., 2005;
Stanton & Heath, 1991). Some family members grieve their own lost potential and
may need to decrease their expectations for their own lives (e.g., Godress, et al.,
2005; Muhlbauer, 2002). Other family members grieve the disruption it has caused
for the family and their relationships with each other (e.g., Hyde, 2001; Karp &
Tanarugsachock, 2000). The grief experienced is usually more prolonged, often
taking different forms, than for a loved one who has died. This is due to the physical
presence of the loved one and the dynamic nature of the loved one’s recovery
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process (e.g., Atkinson, 1994; Milliken & Nortcott, 2003). This prolonged grief has
been associated with poorer health and well-being of family members (Godress, et
al., 2005). Initially, families have few opportunities to share this grief with others,
until they find external support (Baxter & Diehl, 1998; Milliken & Nortcott, 2003).
Identity is the last, but not the least, of the reoccurring processes. Investigations of
families impacted by SU and/or MH disorders have found that family members
become preoccupied with focusing on their loved one (e.g., Barnard, 2007; Rose, et
al., 2002). This interferes with each family members’ personal well-being and
growth (e.g., Brown & Lewis, 1999; Schlesinger & Horberg, 1994). For family
members there is a struggle between controlling their own lives and managing the
lives of their loved ones (e.g., Pagnini, 2005; Rose, et al., 2002). Some family
members begin to resent the impact that the disorder has on their lives and may come
to the realisation that they were losing themselves (Karp & Tanarugsachock, 2000;
Tuck, et al., 1997).
Family members start focusing on themselves by becoming actively involved with
the different parts of their lives (Lewis, et al., 2004; Milliken & Nortcott, 2003).
Some family members may try to find some meaning in their experience (e.g.,
spiritually, religion, volunteer work, advocacy; Milliken & Nortcott, 2003; Pagnini,
2005). This meaning may lead to a sense of empowerment and personal growth for
family members, where they are able to express areas of strength and development
(e.g., Brown & Lewis, 1999; Muhlbauer, 2002). During this process a positive image
of the family member’s future self offers a path to follow in times of uncertainty
(e.g., hope; Schlesinger & Horberg, 1994).
2.4. Phases and Processes of Family Recovery and the Relationship to ‘SelfActualisation’
The phases and processes described in Section 2.2 and 2.3 can be viewed from the
perspective of Maslow’s (1987) ‘Model of Self-Actualization’ and Hanley and
Abell’s (2002) ‘Interpersonal Model of Self-Actualization’ (Figure 3). The reason for
mapping the phases and processes onto the ‘Interpersonal Model of SelfActualization’ is to highlight that many of the models of family recovery do not
adequately, if at all, attend to the higher orders needs of family members. It is
important to help family members cope and feel safe when impacted by a loved
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one’s SU and/or MH disorder. It is also equally important for family members to
attain higher order needs to enact their values and maximise well-being. Therefore,
family recovery programs should strive to incorporate a focus on well-being,
posttraumatic growth and approach motivation when supporting family members.

Spiritual Relationships
Interpersonal Relationships
Parenting

Needs

Processes

Phases

Esteem

Identity (partial)

4

Love & Belongingness

Stigma; Grief; Identity

3,4

Safety

Crises & Coping; Stigma;

1,2,3

Self-Actualisation

Grief; Identity
Physiological

Family
Natural environment

Figure 3. Interpersonal model of self-actualisation with processes and phases of
family recovery.
‘The Physiological Needs’ (e.g., air, water, food) are at the base of this hierarchy;
these ‘needs’ are to be satisfied before any other ‘need’ can be met (Maslow, 1987).
After the physical needs come the four psychological needs beginning with ‘Safety
Needs’ (e.g., security, structure, freedom from fear, chaos; Maslow, 1987). All four
recovery processes have aspects of safety needs that require addressing. ‘Crisis and
Coping’ includes accommodating or dismissing unusual behaviour (e.g., Barnard,
2007; Karp & Tanarugsachock, 2000); family conflict; being on an emotional
rollercoaster (e.g., worry). ‘Stigma’ may be viewed in regards to self (e.g., feeling
like a failure, blaming self; Bamberg, et al., 2001; Butler & Bauld, 2005) or fear of
rejection from others (e.g., not invited places). Feelings of ‘grief’ are related to the
fear family members have for their loved one and their own safety and future
(Godress, et al., 2005). Problems with ‘identity’ occur when there is a struggle
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between controlling their own lives and managing the lives of their loved ones (e.g.,
Barnard, 2007; Rose, et al., 2002).
The ‘Safety needs’ are attended to in Phases 1 to 3 of the family recovery models
(see Tables 1 and 2), where family members seek out support both emotionally and
to increase their understanding of the SUD or MHD. Initially, the ‘problem’ with
their loved one was contained within the family, but when a crisis occurred family
members sought out external supports. Therefore, in regards to the interpersonal
model, there was minimal contact with others outside their immediate family (Phase
1). However, eventually family members enlisted the help of others (Phase 2; e.g.,
doctors, counselors); this was mainly for their loved one, but it may also have
relieved some of the burden on themselves (Phase 3).
‘Belongingness and Love Needs’ involves a hunger for affectionate interactions with
other people and the need to overcome feelings of “alienation, strangeness, and
loneliness” (Maslow, 1987, p. 20). The impact of having a loved one with a SU
and/or MH disorder significantly negatively impacts family processes and leads to an
increase in conflict and stress (e.g., Van Wijngaarden, et al., 2003; Velleman &
Templeton, 2003). Family members can have a lot of grief associated with the
breakdown in the relationships within the family (e.g., Godress, et al., 2005; Hyde,
2001). Family members may also feel that they are not only misunderstood by other
members of the family but also extended family and friends, which can lead to social
isolation (e.g., Barnard, 2007; Rose, et al., 2002).
The ‘Belongingness and Love Needs’ are attended to in Phases 3 and 4 of the family
recovery models, where family members seek out external support in order to
discover new skills and identify with others who share a common experience.
Initially, the external support was sought for their loved one; however, family
members may realise that they need some support for themselves. The realization
that family members may need assistance for themselves is where interpersonal
relationships with the external supports may begin to allow the potential for growth.
This support is not only for the individual family member but also for better
interpersonal relationships within the family.
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‘The Esteem Needs’ are next on the hierarchy; these needs have two components.
The first component is self-esteem (e.g., achievement, mastery, liberty), the second
component is respect from others (e.g., prestige, recognition, appreciation; Maslow,
1987). Having a loved one with a SU and/or MH disorder creates burden in all
aspects of the family members’ lives and they experience a range of emotions (e.g.,
hopelessness, weakness, incompetence). Family members may come to the
realisation they were losing themselves. The family members grieve their own lost
potential and may begin to decrease the expectations they have for their own lives
(e.g., Karp & Tanarugsachock, 2000; Tuck, et al., 1997). Due to the social isolation
family members receive no esteem from others and they may experience feelings of
inferiority.
The ‘Esteem Needs’ are partly attended to in Phase 4 of the family recovery models,
where family members have a greater understanding of the disorder and start to focus
on their own lives. This phase reflects more of a separation between the family
member and their loved one, that is, from enmeshment with their loved one to
individuation. However, esteem needs are much more than individuation. Family
members may begin to develop feelings of strength, competence and contentment,
which may lead to an increase in self-esteem. Esteem needs also come from
significant others where the family member feels respect and recognition from
others. This respect and recognition can come from interpersonal and
spiritual/existential relationships.
The last component in the hierarchy is ‘Self-Actualisation’ which “refers to people’s
desire for self-fulfillment, namely, the tendency for them to become actualized in
what they are potentially… to become everything that one is capable of becoming”
(Maslow, 1987, p. 22). ‘Self-Actualisation’ is not fully attended to in any of the
phases in the existing models of family recovery. No phase concentrates on the
person’s values, goals or beliefs and how these may be used to instigate growth and
development both intrapersonally and interpersonally. It is desirable that family
recovery models extend to incorporate self-actualisation needs.
Interpersonal relatedness is one way to enable people to recover through their
relationships with others, the environment and their spirituality. When families
engage with support groups they are able to connect with others, increasing their
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interpersonal relationships. These support groups are associated with positive
outcomes for family members such as an increase in education about the SU and/or
MH disorder, new skills in coping with the situation, a space to share their grief (e.g.,
Baxter & Diehl, 1998), and their experiences with others in a similar situation. This
new understanding and skills can then be transferred into the family situation. This
may lead to an improvement in parenting skills, and relatedness between parents, as
well as improved family processes. In regards to spirituality some may find that they
use it as a way of coping with the situation or as a way of finding meaning in their
experience (Milliken & Nortcott, 2003; Pagnini, 2005). This lack of correspondence
between many family recovery programs and the ‘Interpersonal Model of SelfActualisation’ (refer to Figure 3) highlights the need for these programs to go beyond
meeting the lower order needs to engaging the higher order needs of family
members, as described in the following section.
2.5. Family Recovery Programs - Surviving and Flourishing
In regards to family and carer recovery programs there has been a significant focus
on meeting the lower order needs of families (e.g., education about SUD and MHD;
strategies for coping), that is, problem management processes. Little to no attention
has been placed on the attainment of the higher order needs (e.g., pursuing valued
life directions, capitalising on and building strengths, maximising potential), that is,
well-being processes. This is highlighted in the lack of processes and phases next to
‘Self-Actualisation’ in Figure 3. Consequently, they predominantly involve
avoidance-oriented goals and motivates (e.g., how not to stress, how to work through
grief). This focus on avoidance-oriented goals is important as they respond to the
‘pressing’ demands of the ‘reality’ of the situation (i.e., survival, safety and stability
needs). However, if the only focus is on problems and deficits then the best people
can get to in regards to their well-being is languishing and may be moderately
mentally healthy, where they feel slightly better and experience some relief, but it is
not about flourishing (Keyes, 2002).
What is being proposed in terms of family and carer recovery programs is a much
broader and more holistic approach; one that incorporates the higher order needs and
interpersonal relationships, as well as recognising the importance of the lower order
needs. This focus is more in line with the concept of recovery which views recovery
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as an ongoing process that promotes growth; through focusing on the individual’s
own strengths, values, goals and his or her interpersonal relationships.
Family recovery in this context is based on an empowerment model, where the focus
is on the individual family member accessing or reclaiming her or his own power to
be self-determined (Deci & Ryan, 2000; Parsons, 1991). Carer empowerment usually
involves carers clarifying and realigning their lives in terms of their preferred life
directions. Therefore, there is a focus on the higher order needs (e.g., esteem needs,
activating potential, purposeful living; refer to Figure 3). The family members’
interpersonal relationships are not only used to fill a deficit of need but are also there
to promote growth and fulfillment of the family member, even though initially there
may be a greater demand to focus on the lower order needs (e.g., safety needs).
Therefore, family recovery is not based solely on an illness management model.
Rather, family recovery is extended to incorporate activities to increase well-being,
growth and thriving so as family members may live life to their potential, their ‘ideal
self’ that is, to be a self-actualised person (Linley, Joseph, & Seligman, 2004; Slade,
2010).
What does it mean to be self-actualised? In reality you do not reach some end point
of self-actualisation; it is an ongoing process which is defined by people’s
interactions on a daily basis in which they draw or create meaning from and live their
lives in line with their values (Blackledge & Barnes-Holmes, 2009). Therefore, it
could be argued that self-actualisation may be best understood in terms of valuebased or values-directed living, meaning and purpose oriented living (Blackledge &
Barnes-Holmes, 2009; Crocker, 1999), being in a constant state of becoming,
mindful living (Schmidt-Leukel, 2006), living your potential (Butt, 2008; Perls,
Hefferline, & Goodman, 1974). Despite the term (e.g., value-based living, mindful
living) used it is important for people to have some strategies and processes in place
that they can use to create relational connections with themselves and others. These
connections will enable family members to have access to that part of themselves,
which will allow them to develop, grow and thrive.
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2.6. Personal and Relational Empowerment
Family and carer recovery can be viewed from a ‘Personal and Relational
Empowerment’ perspective. Empowerment, as outlined in Section 1.5, is when
family members are able to regain some sense of power or self control, that is, they
are self-determined (Deci & Ryan, 2000; Parsons, 1991). Family members in this
context are able to make choices so they can live a more meaningful life congruent
with their own values and goals. For example, initially family members may be
engulfed by their loved one and their problems; family members may organise and
remind their loved ones about their appointments, rearrange their schedules so they
are home when their loved one ‘needs’ them, provide them with money so as to pay
their rent. Therefore, empowering family members allows them to step back and reevaluate their life and also allows them to make choices which are more in line with
their own personal needs and goals (e.g., esteem and self-actualisation; refer to
Figure 3). For example, family members may take a step back and allow their loved
one to live the life he or she chooses to live (e.g., organise appointments, pay rent),
family members may choose to attend to their loved one when it is convenient and
suitable to them.
The family members’ journey with a loved one with a SU and/or MH disorder is
relational in nature. Firstly, it is a relationship with self (e.g., self perception, self
preservation, ideal self). This relationship may involve having an understanding of
whether one is living a life which she or he wishes to live, achieving goals, being the
best person she or he can be (e.g., esteem and self-actualisation). Family members
also have a relationship with others (e.g., loved one, other members of the family,
friends, medical professionals, services, community). This relationship involves
having an understanding of whether these relationships are supportive to their needs
and those of the other person or group, as well as having an understanding of the
boundaries of the relationship.
Often the process of working on personal and relational empowerment seems
‘unnatural’ or ‘counterintuitive’ for families. For example, when family members
perceive themselves to be an inadequate parent because they cannot help their loved
one (e.g., stop them using drugs or ensure they take their medication), the process of
focussing on themselves (i.e., their own needs and values) or giving their loved one
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the space to experience the consequences of their drug use or lack of medication (i.e.,
tough love) feels ‘unnatural’. As the family members ‘natural’ desire is to focus on
their loved one or to keep them close so as to protect and keep them from harm (i.e.,
safety needs; refer to Figure 3).
Identity is viewed as a fundamental component of the ‘Personal and Relational
Empowerment’ perspective. For example, in the process of reclaiming their life
family members need to re-establish their self-other boundaries as a part of the
process of disentanglement or unravelling enmeshment. Family members also need
to identify what it is that will make them the best person they can be, that is
clarifying their values and goals, so as to live a life more in line with who they
perceive themselves to be. This process of identity will be further elaborated in the
next chapter.

39

CHAPTER 3:
IDENTITY
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This chapter focuses on the reasons for investigating identity within the recovery
context. Identity is defined as the meaning that people ascribe to themselves, and is
determined by the interaction between the relationship they have with themselves
(i.e., the internal world), and the relationships they have with others and the
environment (i.e., the external world). This definition of identity from the perspective
of family members’ recovery will be further elaborated later in the chapter, with
specific attention to existentialist, humanistic and constructivist views. Changes and
growth of identity over time in regards to family members’ recovery and the factors
which influence that process will then be discussed. The measurement of identity, in
particular how it will be measured in regards to family members’ recovery, will be
the final focus of this chapter.
3.1. Why focus on Identity?
Identity is a broad concept and includes, but is not limited to, social, work, family,
ethnic and sexual identity. Although these ‘identities’ may have an impact on the
recovery processes of family members, it is beyond the scope of this thesis to
investigate each of them. Therefore, this thesis will focus on the personal identity of
family members as they recover from the impacts of a loved one’s SU and/or MH
disorder. The reason for focusing on personal identity is that personal identity is not
isolated, in that the consequences of stigma, grief, stress, trauma and coping can all
influence or be influenced by one’s personal identity. This section will look at the
interaction between personal identity and each of these recovery processes (stigma,
grief, stress, trauma and coping). The focus will then consider identity in regards to
the ‘Personal and Relational Empowerment’ framework as set out in Section 2.6.
Stigma can be influenced by an individual’s personal characteristics as well as
influencing his or her self-esteem (Major & O'Brien, 2005). When parents learn that
their loved one has a SU and/or MH disorder, they often experience ‘incompetence’
stigma, which means that they feel that they are to blame for their loved one’s SU
and/or MH disorder because of their poor parenting (Butler & Bauld, 2005; Corrigan
& Miller, 2004; Pejlert, 2001). Parents often feel a sense of shame due to their loved
one’s SUD and believe that the knowledge of drug use would see them judged
insensitively by society (Butler & Bauld, 2005). Due to a sense of embarrassment or
shame, parents often isolate themselves from family and friends, as they are worried
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about what others think of them and how they may react to them (Butler & Bauld,
2005). This avoidance also occurs with families who have a loved one with a MHD,
and is best understood in terms of self-stigma, where there is a relationship between
shame and avoidance. For example, family members may avoid interacting with
others in the community due the sense of shame of having a loved one with a MHD
(Corrigan & Miller, 2004). Corrigan et al. (2006) found that self-stigma, prejudice
which is internalised, diminishes self-esteem and self-efficacy of family members.
There is a mutual relationship between ambiguous loss and identity (Tubb & Boss,
2000). Ambiguous loss can occur when a loved one is physically absent but
psychologically present (e.g., a missing person; Tubb & Boss, 2000). Family
members may have lost contact with their loved one but are still thinking of them.
Ambiguous loss can also occur when a loved one is physically present and
psychologically absent (e.g., a person with dementia; Tubb & Boss, 2000). Family
members of a loved one with a SU and/or MH disorder may be grieving the person
that their loved one once was or could have been. Identity issues have been identified
as a critical component when family members are adapting and responding to
ambiguous loss and change (Tubb & Boss, 2000). Studies have shown that grief and
loss related to a loved one’s SU and/or MH disorder is associated with a loss of one’s
identity and roles as well as a decrease in well-being (Godress, et al., 2005; Hyde,
2001; Oreo & Ozgul, 2007). Therefore, it is important that family members’ grief
and loss is acknowledged and appropriate support provided for them.
The persistent impact of having a loved one with a SU and/or MH disorder not only
involves the experience of grief but it is also stressful. Where the stressful events
associated with the family member’s loved one’s SU and/or MH disorder can either
hinder or promote changes in identity (Kearney & O'Sullivan, 2003). Often family
members state that finding out that their loved one had a SU and/or MH disorder as
being “an extremely shocking and traumatic event” (Butler & Bauld, 2005, pp. 3839). Recovery from this stressful and traumatic event can be a “painful and deeply
emotional process” (Spaniol, 2010, p. 482). However, it also can be a journey of
“self-discovery, self-renewal, and transformation” (Spaniol, 2010, p. 482), which can
lead to a new sense of self. When faced with a stressful situation, family members
may begin to focus on themselves, which can lead to both an increase in self
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observation and social feedback. This stressful situation can bring about changes in
one’s self-view or self-schema (Skaff & Pearlin, 1992). This process can involve a
crisis in meaning where one’s values and goals are questioned. As these questions
are resolved family members may be changed in extreme ways (Spaniol, 2010). For
example, some family members have stated that “I am not the same person I was
when I started” (Spaniol, 2010, p. 483). Therefore, service providers need to support
family members to focus on their own self-care and to be confident in themselves
and their own ‘right to happiness’ (Toumbourou & Bamberg, 2008).
Situations that provoke stress can induce disruptions in identity processes. Where
there is a discrepancy between people’s self-appraisals and the set of meanings they
ascribe to themselves (i.e., identity standard). Therefore, coping responses need to
focus on restoring the disrupted identity process or assist identity change, so as to
reinstate the congruence between self-appraisals and identity standard (Burke, 1991).
The coping strategies employed can be considered as either engagement (or
approach, e.g., connecting with a group of similar others) or disengagement (or
avoidance, e.g., reduce contact with their loved one; Major & O'Brien, 2005).
Spencer et al. (2003) posited a theoretical framework which integrates the strategies
that people employ to cope with various situations and the concepts of context and
identity. A component of this framework is reactive coping methods, which are ways
to reduce tension in response to stress (Kirschenbaum & Land Henderson, 1989).
Spencer et al. (2003) suggested that a key factor in the employment of coping
strategies is self-appraisal. That is, an individual’s own perceptions of the external
conditions (e.g., social environment), society’s expectations (e.g., stereotypes) and
processes (e.g., expectations of behaviour). It is proposed that those coping strategies
which are considered helpful in preserving identity are maintained and eventually
become an established coping mechanism. The established coping mechanisms
together with self-appraisals generate emergent identities, which “define how
individuals view themselves within and between their various contextual
experiences” (Spencer, Flegley, & Harpalani, 2003, p. 182).
As described in this section there is a reciprocal relationship between identity and
other recovery processes such as stigma, grief, stress, trauma and coping. Therefore,
identity can be viewed as a fundamental component of family recovery and can be
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considered from a ‘personal and relational empowerment’ perspective. Family
members have a relationship with themselves, an intrapersonal relationship, where
they may reflect on their own behaviour and identify whether this image is an
accurate reflection of who they perceive themselves to be or wish to be. For example,
a parent who purchases drugs for her or his child, so as to keep peace within the
family environment, may upon reflection realise that this behaviour is not a true
indication of the person she or he is. These behaviours may also induce an internal
conflict. Although these behaviours are not a reflection of the family member’s
personal identity, they may be a reflection of his or her perception of what it means
to be a ‘good’ parent in protecting her or his loved one. This example reflects the
theory

of

self-discrepancy (Higgins,

1987).

Feelings

of

frustration

and

disappointment are generated when there is a discrepancy between a person’s ‘usual
self’ and his or her ‘ideal self’. Therefore, people may become motivated to reduce
these negative feelings by moving towards their ‘ideal self’, this will be further
elaborated in Section 3.3.1.
The family member also has relationships with others, including not only individual
people (e.g., loved one, partner, work colleagues, friends) but also groups (e.g.,
community, charity groups, rehabilitation centres, health services), the environment
(e.g., home, built and natural environments) and his or her spirituality (e.g., religion,
meditation, prayer). These are interpersonal relationships which involve interactions
with the external world. For example, parents may be supporting their loved one by
providing for all their needs (e.g., food, shelter, belongingness and esteem). After a
while this process becomes draining, and parents may perceive that their life has
been taken over by their loved one. Another example, is where parents attend a
support group where they hear similar experiences to their own, they may start to
identify with these people and feel connected to them. The relational concepts of
‘self with self’ and ‘self with other’ will be further elaborated in the next section.
3.2. Defining Identity
There are numerous theories and schools of thought that define the difficult and
complex concept of identity. Some of these theories include Psychoanalytical (e.g.,
Freud, Erikson), Learning (e.g., Skinner, Bandura), Dispositional/Trait (e.g., Cattell
& Eysenck, Allport), Humanistic (e.g., Rogers, Maslow), Existential (e.g., May,
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Binswanger) and Constructivist (e.g., Kelly) theories. Elaboration of all these
theories is beyond the scope of this thesis; therefore, this thesis will focus on
humanistic, existential, and constructivist theories. The reason for focusing on these
theories is that they relate to many of the concepts within ‘personal and relational
empowerment’ and other recovery processes found in family and carer literature.
When discussing the humanistic, existential, and constructivist theories the primary
sources will be referenced, as these references contain the key components of each of
the theories. Psychoanalytical, Learning and Trait theories are not further elaborated
here as they tend to be more deterministic; therefore, do not align themselves as well
with the concepts of ‘personal and relational empowerment’.
The humanistic (e.g., Rogers, 1961) and existentialist theories (e.g., May, 1958) view
the self as striving towards ‘self-actualisation’ or a state of ‘becoming’. This requires
exploring the interacting relational worlds of self-self, self-other and self-physical
environment. Family members often find themselves ‘stuck’ with a particular
perception of themselves, others and their environment. Due to this ‘fixed’
perception they find it very difficult to identify other ways of perceiving and this
may contribute to the difficulty family members have in changing their perceptions.
Constructivism shares the concept of the self as an agent of change with the
humanistic and existentialist theories, in contrast to the deterministic theories of
psychoanalysis and behaviourism. In particular, Kelly’s (1955) ‘Personal Construct
Theory’ provides a variety of methods in which the dissection of the relational
worlds (e.g., reflections of self-other interactions) can be achieved in a useful and an
accessible way. The following sections elaborate the existentialist, humanistic and
constructivist theories in regards to the relational worlds.
3.2.1. Existentialist theories
The existentialist theories (e.g., May, Binswanger) describe one’s sense of self (or
modes of ‘being’) as comprising of three components: Umwelt, Mitwelt and
Eigenwelt. Umwelt translates to “around-world” and describes a person’s
relationship with the physical world both internal (e.g., biological drives, needs) and
external (e.g., nature, built environment; May, Angel, & Ellenberger, 1994). Umwelt
refers to the environment; the external world of objects, things, nature and natural
law. People are required to live and adjust to the environment around them. This
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concept also resonates deeply within indigenous cultures. Aboriginal people have a
connection to the land that is not only physical but also emotional and spiritual,
where the land provides them with a sense of identity (Jackson & Ward, 1999).
Therefore, Aboriginal people disenfranchised from the land has led to a sense of loss
and a decrease in health and well-being (Jackson & Ward, 1999). The “connection to
a place is a deeply human trait” (Garvey, 2007, p. 29), where removal of people from
their environment (either natural or built) has considerable consequences on the
identity, health and well-being of communities and individuals (Garvey, 2007;
Jacobs, 1995). Families of loved ones with SU and/or MH disorder interact within a
particular environment which includes a variety of services (e.g., mental health
services, substance use services, gaol) so their perception of their environment is
very important. Although, over time the physical environment does not necessarily
change greatly, it is the perception that people have of their environment that
changes and this impacts their feelings of grief, stigma and eventually their identity.
Although this relationship is important to understand, it is beyond the scope of this
thesis. Instead this thesis will focus on interpersonal relationships in the realm of
‘self and other’.
Mitwelt, which translates to “with-world”, describes a person’s relationship with
other people, which is his or her interpersonal relationships and could be viewed as
self and others (May, et al., 1994). People need to be able to relate to other people as
people and not as object or things. Guidano (1987, as cited by Cox & Lyddon, 1997)
posited that social interaction is an essential forum in perceiving the similarities and
differences between self and others and shaping our identities. However, it is
important to note that there is a reciprocal interaction between self and other where
both people are altered by the exchange (May, 1958). The concept that social
interactions help shape our identity is extended further by Heron and Reason (1997)
in that they perceive these social interactions determine our reality, thorough the
reciprocal interaction between self and other.
Eigenwelt translates to “one’s own world” and describes a person’s relationship with
him or herself. Eigenwelt is not only about a person’s inner world but also about his
or her perceptions of the outer world, and could be viewed as the relationship one has
with one’s self (May, et al., 1994). Eigenwelt involves having an understanding of
46

one’s self as a living and growing human being (May, 1958). All of these modes of
‘being’ together represent “a person’s world-design – the general context of meaning
within which a person exists” (Frie, 2000, pp. 113-114); this emphasises that the
person and the world are viewed as one. Therefore, people construct their own
meanings through their relations with self and others.
3.2.2. Humanistic theories
The humanistic theories (e.g., Rogers, Maslow) accentuate the significance of a
person’s individual experiences in the world and the process of personal growth. The
humanistic theories focus on the positive aspects of human nature where they view
people as having an immense capacity for righteousness, inventiveness, and selfdetermination (Monte & Sollod, 2003). The self is considered as a growing and
developing being striving towards self-actualisation (Maslow, 1987) or a fully
functioning person (Rogers, 1961). To achieve self-actualisation a number of ‘needs’
must be met, these involve basic physiological and safety needs (maintenance), love
and belongingness (positive regard), and self-esteem needs (positive self regard).
These needs have some aspects of the relationship with self (e.g., healthy body or
self-esteem), others (e.g., love and belongingness) and the physical world (e.g.,
physiological and safety needs; Kirschenbaum & Land Henderson, 1989; Maslow,
1987).
Maslow (1970) identified a number of characteristics of ‘self-actualising people’,
including human kinship, humility and respect, and interpersonal relationships.
These characteristics involve the environment, the physical and spiritual, and our
interpersonal interactions. Roger (1961) stated for a person to become ‘fully
functioning’ the need for positive regard from significant others has to be met. This
concept is extended in the characteristics of the fully functioning person, in that the
person “will live with others in the maximum possible harmony, because of the
rewarding character of reciprocal positive regard” (Kirschenbaum & Land
Henderson, 1989, p. 251). This implies that the interpersonal relationship is not a one
way street. To be fully functioning a person is not only receiving positive regard but
the person must be able to impart positive regard to others. Therefore, there is an
interaction between self and others which supports growth and development of the
person.
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Maslow (1970) described the process of ‘Self-Actualisation’, a person’s desire for
self-fulfilment, becoming everything that they are capable of being, able to resolve
the discrepancies in how they perceive who they are and who they are not (i.e., their
dichotomies). Roger (1961) describes a ‘fully functioning person’ as a person who is
more aware of her or himself both internally (e.g., feelings both emotionally and
bodily) and externally (e.g., experiences with others and the world) and lives more in
the moment, which allows for an increase in adaptability and growth. Both ‘selfactualisation’ and a ‘fully functioning person’ involve a relationship with self
(Kirschenbaum & Land Henderson, 1989) and an understanding of the various
images people have of themselves, who they ‘are’ and ‘are not’ (Maslow, 1987).
Humanistic theories adopted a holistic approach to the study of people which
involves investigating the whole person (Maslow, 1987; Rogers, 1961). Here the self
is viewed as being composed of the perceptions people have of themselves, their
relationships and the environment, as well as the values that they ascribe to those
perceptions (Rogers & Russell, 2002).
3.2.3. Constructivist theories
Constructivist theories (e.g., Kelly) are concerned with ‘meaning making’. These
theories emphasise the view that a person’s reality is constructed within a relational
context, where the person and the environment are in a relationship with each other
and neither can be contemplated separately (Butt, 2008; Chiari & Nuzzo, 2003).
Personal Construct Theory (PCT; Kelly, 1955) is a constructivist theory which has
been labelled both an existential theory (Kelly’s emphasis on the future and the
freedom of choice of people) and a humanistic theory (Kelly's emphasis on people's
ability to grow and develop; Butt, 2008). Kelly (1955) viewed the person as a naïve
scientist because, like scientists, the present situation is used to test our own personal
theory’s ability to anticipate future events. These personal theories are used to help
people cope and making meaning from events (Butt, 2008).
The way in which people create personal theories is through the use of elements and
constructs. “Elements” are “aspects of a person’s world” (Winter, Bell, & Watson,
2010, p. 338), they can be viewed as perspectives of selves and others. “Constructs”
are bipolar dimensions (e.g., friendly – unfriendly) used to think about and evaluate
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these elements. PCT describes constructs as being bipolar in nature, as this helps
with the discrimination process (i.e., ‘dark’ cannot be understood unless in relation to
‘light’). Constructs are used by individuals to anticipate future events, to interpret or
give meaning to their experiences and to differentiate between objects, people or
events in one’s life (Butt, 2008; Walker & Winter, 2007). Therefore, each experience
has an alternative interpretation, also referred to as constructive alternativism (Kelly,
1955).
According to Kelly (1955), the self is viewed as a differentiation between those
constructs that are related to self and those constructs which are viewed as not like
the self (e.g., people may perceive themselves as friendly and flexible but not as
aloof or rigid). Kelly (1955) viewed the self as “one pole of a construct, which is
then construed” (Walker & Winter, 2007, p. 456). Construing is what people do,
through questioning themselves, in order to make sense of the elements. To
differentiate between future self, past self and ideal self the construct of ‘happy’ may
be employed, where future self and ideal self are construed as similar, happy, and
past self as different, not happy. Therefore, self can be viewed as a variety of
elements, while constructs are used to evaluate these elemental selves.
The self can also be a differentiation of constructs that are related to the self and
those that are related to other people or groups of people (e.g., people may see
themselves as being female and not male; a shy person and not outgoing like their
cousin). To differentiate between self, friend and work colleague, the construct of
‘fun’ may be employed, where self and friend are construed as similar, fun, and work
colleague as different, not fun. This sense of self is continually verified or not in our
interactions with others (Viney, 1992). For example, the interactions with the friend
maybe relaxed and enjoyable; therefore, they are perceived as ‘fun’. However, the
interactions with the work colleague may be serious and focussed; therefore,
perceived as not fun.
However, among these various definitions of identity are some similarities. The
definitions from the existentialist, humanistic and constructivist theories consist of
two broad themes. The first theme is that of looking at oneself from an
‘intrapersonal’ aspect, such as what is and is not ‘me’; ‘self and not self’. The second
theme is from an ‘interpersonal’ aspect, via our interactions and how well we adapt
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and respond to others and the environment; ‘self and other’. In the following
sections, these two themes, ‘self and not self’ and ‘self and other’, will be elaborated
in relation to family recovery.
3.2.4. Self and not-self
The theme of ‘self and not self’ involves our image of our self (i.e., our usual self;
May, 1958) as well as the various other self images we have (e.g., future self, past
self, ideal self; Kelly, 1955/1991; Markus & Nurius, 1986; Maslow, 1987). This
image includes the ‘internal world’, where people may ask themselves is this
particular characteristic or behaviour consistent with who they perceive themselves
to be (Maslow, 1987; May, 1958). It also involves whether people decide to accept or
reject these images based on their understanding of who they ‘are or could be’ or
who they ‘are not’ (Guidano, as cited by Cox & Lyddon, 1997; Kelly, 1955/1991).
The concept of ‘self and not self’ relates to family members of loved ones with a SU
and/or MH disorder. Often family members feel that their personal safety is being
threatened by their loved one, where at times they may be in fear for their lives.
Family members describe behaving in ways which are inconsistent with whom they
perceive themselves to be (e.g., buying drugs for their loved one). They may reflect
back on their lives before their loved one’s SU and/or MH disorder and perceive
themselves as being much happier and relaxed; however, when they perceive their
future self it is with grief and stress. Therefore, a source of identity is that of our own
image of ourselves, which involves the acceptance or rejection of these self images;
it is essentially the relationship we have with ourselves.
3.2.5. Self and other
The theme of ‘self and others’ involves our interactions with others and the
environment (Maslow, 1987; May, et al., 1994; Snyder et al., 1991). It relates to our
social communications, how we compare ourselves to others (similar or different;
Cox & Lyddon, 1997; Kelly, 1955; May, et al., 1994), our acceptance of social
standards (Erikson, 1968), and how well we are able to adapt and respond to the
environment (Maslow, 1970). This theme involves a person’s interactions with the
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‘external world’ involving questions such as “how do others perceive me?” and “how
do I interact with the environment around me?”
The concept of ‘self and other’ also relates to family members of loved ones with a
SU and/or MH disorder. Family members may compare themselves to similar
families, who do not have a loved one with a SU and/or MH disorder, where they
may perceive themselves less favourably. Family members may feel rejected by
others in the community due to the stigma associated with having a loved one with a
SU and/or MH disorder. The constant interactions family members have with others
may confirm or disconfirm their perceptions of themselves. Therefore, a source of
identity is the relationship we have with others. That is, how people see themselves
in comparison to others via their interactions with them, where these interactions are
reciprocal.
3.2.6. Interaction between ‘self and not self’ and ‘self and other’
Although the components of identity, ‘self and not self’ and ‘self and other’, are
described independently the existentialist, humanistic and constructivist theories
suggest that the two broad themes do interact with each other (Butt, 2008; May,
1958; Rogers & Russell, 2002). Therefore, identity is comprised of not only ‘self and
not self’ and ‘self and other’ individually but also their interaction. This idea is also
supported by other theorists. Sluss and Ashforth’s (2007) view on identity formation
comprises of three components. The ‘person-based’ component is built on the unique
characteristics that an individual has. This component is similar to ‘self and not self’,
identifying those characteristics that the person perceives are more like his or herself.
The ‘collective’ component focuses on being a typical member of a group. The
‘interpersonal’ component focuses on the role-related relationships (i.e., parent-child
or husband-wife relationships). These components are similar to ‘self and other’,
identifying what makes them similar and/or different to members of a group through
their roles and interactions with others. These components interact and define
relational identity, which refers to “the extent to which one defines oneself in terms
of a given role relationship” (Sluss & Ashforth, 2007, p. 11). Although Sluss and
Ashforth (2007) focused on work relationships, the concept has relevance for family
members as they have a relationship with their loved one based on a role (e.g.,
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parent, partner, sibling). Therefore, the relationship between ‘self and not self’ and
‘self and other’ is reciprocal and jointly influences a person’s identity.
This view of identity as an interaction between ‘self and not self’ and ‘self and other’
is shared by Adams’ (1987) ‘Developmental Social Psychology of Identity’ (as cited
in, Adams & Marshall, 1996), which considers identity development as an
“intersection of two opposing yet complementary processes” (Schwartz, 2001, p. 31).
The first process of identity development is differentiation, which is the individual
dynamic and is “the process of asserting oneself as a unique individual and of
highlighting one’s unique characteristics” (Schwartz, 2001, p. 37). The second
process is integration, which is the social dynamic and is “the process of becoming
part of a larger group, becoming connected to others, fitting in with familial, social,
cultural norms, or all of these” (Schwartz, 2001, p. 37). Again these processes can be
viewed as the interaction between ‘self and not self’ and ‘self and other’ which
influences the development of a person’s identity as it is viewed as a dynamic
process.
3.2.7. A multidimensional view of the self
Identity is not singular and fixed but rather a configuration of potentialities or
possible selves (Markus & Nurius, 1986) and “is viewed as temporal and dynamic”
(Cox & Lyddon, 1997, p. 207). Identity is a reflection of past, present, and futures
selves (self-constructs) influenced by social interactions that are continually
evolving. Possible selves are “personalized images, conceptions, or senses of the self
in the future” (Cross & Markus, 1991, p. 232) and are a consequence of the past
account of the self as well as incorporating an account of a future self. It includes the
ideal self, the self we could become and the self we are afraid of becoming (Markus
& Nurius, 1986). The concept of a multidimensional view of the self provides an
opportunity for transitioning identities, where people may be able ‘try out’ different
aspects of their identities when change is being attempted.
Possible selves, a multidimensional view of the self, contributes to the variability of
the self as they are initiated by different social situations and are influenced by the
set of self-constructs which are currently activated (i.e., working self-concept).
However, some self-constructs are continually accessible; therefore, can be
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considered as a ‘core’ self, which provides the individual with a sense of continuity
of identity across time (Markus & Nurius, 1986). Possible selves can be used to
assess, compare and help elucidate the current self (Cross & Markus, 1991;
Sedikides & Gaertner, 2001).
Another multidimensional view of the self comes in the form of the metaphor
“community of selves” (Mair, 1977). This metaphor provides a flexible framework in
which people can represent, express, and explore their personal experiences in the
world, in relation to themselves and others (Mould, Oades, & Crowe, 2010). The
idea of viewing a person as a “community of selves” is an invitation to explore and
analyse her or himself from numerous, sometimes inconsistent, perspectives. Kelly
(1955) posited the “fragmentation corollary”, where a person can effectively use a
number of different construct systems that may seem incompatible. In this way,
Kelly recognised that there are many ‘selves’ in one self and oneself which
permeates all the other ‘selves’. Kelly considered the self to be a personal
construction, where the personal construction is “self/other” and “self/not self”.
Where the ‘self’ is not a distinct entity from ‘other’ but where each relies upon and
defines the other. When people are able to view themselves as a “community of
selves” they are given the opportunity to have some choice in who they wish to be
(Mair, 1977).
The multidimensional view of the self is an important concept in relation to identity
in family members recovering from the impacts of the loved one’s SU and/or MH
disorder. The multidimensional view of the self enables family members to view
themselves and their situation from a different perspective. Family members are able
to ‘try out’ these different perspectives or selves, which may lead to change and
growth. This concept of change and growth in relation to identity will be explored
further in the following section.
3.3. Change and Growth
The terms change and growth have been referred to when looking at identity, but
what do these terms mean, especially in regards to family recovery? Change is
defined as “to make or become different; transform or be transformed” (Krebs,
1991). In terms of identity this means that a family member may become different or
be altered in some way. Growth is defined as “the process of growing” (Krebs, 1991)
53

and grow is defined as “to develop or become gradually” (Krebs, 1991). Therefore,
in terms of changes in a family member’s identity it is a gradual process of
transformation. The definitions of change and growth relate well to the theories of
identity discussed so far, as identity is viewed as dynamic, a state of becoming, an
agent of change and full of potential.
Identity from the perspective of possible selves (i.e., a state of becoming; Markus &
Nurius, 1986) is dynamic, where people have the potential to develop and grow
(Wrightsman, 1994). When people are struggling with issues such as a loved one’s
SU and/or MH disorder their sense of identity is altered. Family members often feel
very negative about themselves and their situation, especially when they compare
themselves to ‘what could have been’ if their loved one had not had a SU and/or MH
disorder (Barnard, 2007; Pagnini, 2005). This idea links in with the concept of selfdiscrepancy (Higgins, 1987), where there is an inconsistency between the person’s
‘usual self’ and ‘ideal self’ (e.g., ‘usual self’ is the family member’s perception of his
or her current self, where ‘ideal self’ is the ‘what could have been’ perception of him
or herself). For family members to move beyond their current view of themselves
they need to focus on themselves and to lead a life that they wish to live (Crocker,
1999; Linley, et al., 2004). This movement beyond their current view of self may
involve the family members altering or changing their identity.
As mentioned in Chapter 2, family recovery involves ‘personal and relational
empowerment’. Empowerment may require the reestablishment of self-other
boundaries, which involves a change in the family member’s identity (e.g., changing
behaviour to reflect personal values). Change is often met with some internal (e.g., ‘I
don’t want to change’ or ‘I can’t change’) and/or external (e.g., from other family
members or friends) resistance (Beech, Kajzer-Mitchell, Oswick, & Saren, 2011;
Prochaska & Prochaska, 1999). Other recovery processes, such as grief and stigma,
may also add to the resistance for family members to change. For example, due to
stigma the family member may choose not to seek outside assistance and hold things
tightly so as to contain the problem within the family; therefore, strengthening the
enmeshment.
Changing one’s view and aspirations for self is difficult and complex, especially
when considering the attachment that people have for long held and reinforced
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images of themselves (Beech, et al., 2011). In this context identity initially appears to
have a ‘fixed’ nature or a narrow focus that determines what is self or not self
(Dweck, 2006). This ‘fixed’ view of self resonates with some of the reasons people
give for not changing such as ‘I can’t change’ (e.g., they lack the belief that they can
change; Prochaska & Prochaska, 1999) and ‘Other differences’ (e.g., they cannot
change because 'others' won't accept the change; Beech, et al., 2011). Therefore,
identity change might be better negotiated from a multi-self or multi-potential
perspective, where a ‘growth mindset’ may be able to loosen some of the attachment
to those long held beliefs about their identity (Dweck, 2006). With a growth mindset
family members are able to reinterpret the situation. Family members become open
to new roles or ways of managing the situation; they are able to take a step back and
view themselves acting in a different way; they are willing to make some changes in
which some will work for them and others may not.
The concept of mindsets (Dweck, 2006) describes how people’s beliefs can impact
the way they live their lives as it “guide[s] the whole interpretation process” (p. 215).
People with ‘fixed’ mindsets (Dweck, 2006) have the belief that their traits are
permanent; therefore, they have difficulty in perceiving experiences from a different
perspective. People are not open to learning, as they believe that they cannot change
and there is nothing they or anyone else can do about it. People with a ‘growth’
mindset (Dweck, 2006) have the belief that their traits are adaptable; they are open to
learning; they will try out new possibilities; are able to perceive themselves acting in
new or different ways; realise that not all things will work out but are willing to give
it a go; they are resilient. From this perspective, identity can be considered as being
comprised of a number of different selves from which people may gain a new
perception of themselves and their experiences.
The experience of families impacted by a loved one’s SU and/or MH disorder is
reflected in the concepts of growth and fixed mindsets. Initially families, in particular
parents, react in specific ways. Fathers tend to want to ‘fix’ the problem; for
example, they may stop their child from losing their job, tell their child how to stop
using drugs or keep them on their medication. Mothers may want to ‘save’ their
child; for example, they provide them with shelter, give them money, and drive them
to appointments. The parents have taken on a specific role which is fixed, they
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cannot identify another way to resolve the traumatic situation they have found
themselves in, and will continue with their roles. The parents in this situation may
begin to fear the future as a ‘fixed’ mindset only enables them to perceive their future
self as being consumed by their loved one’s needs. This view of the future may
continue until the parents can perceive another way of being, that is a ‘growth’
mindset.
3.3.1. Motivations for altering identity
What is it that motivates people, in particular family members, to alter their
perceptions of themselves? One explanation is identity motives which are “defined as
pressures toward certain identity states and away from others, which guide the
processes of identity construction” (Vignoles, Regalia, Manzi, Golledge, & Scabini,
2006, p. 309). These motives can be reflected in people’s desires and fears for their
future identities (Vignoles, et al., 2006). The social value placed on a possible future
self plays a key role in determining whether the future possible self is considered
desired or feared, which will establish its impact on a person’s self-esteem (Vignoles,
Manzi, Regalia, Jemmolo, & Scabini, 2008). Desired future selves (preferred images
of one’s self) invoke themes of proficiency and success and that feared possible
selves invoke themes of ineptitude (Vignoles, et al., 2008). Therefore, people will
strive to maximise satisfaction or minimise frustration of these motives when
constructing their identities (Vignoles, et al., 2006).
Identity motives relates well with self-discrepancy theory. This theory states that a
discrepancy between a person’s ‘usual self’ and ‘ideal self’ signifies “a particular
type of negative psychological situation” (Higgins, 1987, p. 322), which generates
feelings of frustration and disappointment (i.e., psychological distress). This connects
to the idea of minimising frustration or maximising satisfaction between a person’s
current view of self (i.e., ‘usual self’) and his or her possible future self, hoped for
self (i.e., ‘ideal self’). Recent research has shown an association between selfdiscrepancy and improvements in recovery or wellness (e.g., hopefulness; BuckleyWalker, Crowe, & Caputi, 2010). When people perceive themselves as more similar
to their ‘ideal self’ or ‘preferred self’ they are more hopeful in terms of problem
solving and goal planning.
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The ‘ideal self’ has been referred to in terms of a desired, hoped for, or preferred
future self (Higgins, 1987; Vignoles, et al., 2006). Intentional change theory
(Boyatzis & Akrivou, 2006) views the ideal self from a positive psychological
perspective, in that the ideal self “is the core mechanism for self-regulation and
intrinsic motivation” (Boyatzis & Akrivou, 2006, p. 625). The ideal self is composed
of three components. Firstly, the image of a desired future which can be referred to
as the ‘content’ of the ideal self, a representation of what is desired.

It is a

psychological state where people feel excited and stimulated; it is not what they fear
or wish to avoid. Secondly, hope which is referred to as the ‘affective driver.’ This
component has a similar theoretical framework to Synder’s (1991), where hope is
comprised of pathway thoughts (identifying ways to achieve goals), agency beliefs
(the determination to achieve goals) and goals. Thirdly, the person’s core identity,
which is referred to as the context of the ideal self. It is a collection of the person’s
robust qualities and is comprised of a ‘social’ and a ‘personal’ identity (Boyatzis &
Akrivou, 2006). In this context ‘social’ identity relates to a person’s group
memberships and connections to various social collectives and ‘personal’ identity
refers to a person’s “attitudes, traits, feeling and behavior” (Boyatzis & Akrivou,
2006, p. 634).
The ‘ideal self’ in intentional change theory is similar to the ‘hoped for’ possible self
(Boyatzis & Akrivou, 2006). It is suggested that the ‘feared for’ possible self creates
a negative emotion (e.g., ineptitude; Vignoles, et al., 2008) and actually limits the
ability to consider an ideal self. However, by focusing on people’s enduring qualities,
especially those seen as strengths, individuals build a desired image of the ideal self.
This ideal self image leads to positive affect and a desire to spend more time thinking
about these images, which acts as a goal (Boyatzis & Akrivou, 2006). Family
members impacted by a loved one’s SU and/or MH disorder tend to fixate on their
feared for possible self, such as ‘this will never end’ and the loved one ‘will always
have a negative impact on myself and other family members’. However, with support
family members can begin to focus on their strengths and can begin to build an
image of their ideal self, which may act as a goal to strive towards.
Although family members can strive towards goals, the attainment of these goals
takes time and effort. Self-determination theory (Deci & Ryan, 1985, as cited by
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Sheldon & Elliot, 1999) is a theory of motivation which states that when goals are
integrated with the self (self-concordant goals), that is when they are pursued
because of either intrinsic (strong interest) or identified (personal interest)
motivation, they are more likely to receive sustained effort over time. When goals are
pursued due to external forces or introjected sanctions (anxiety or guilt) which are
considered outside the self (controlledness goals), the effort put into sustaining these
goals is more likely to diminish over time. Self-concordant goals are similar to
agency in the ‘Hope Scale’ (Snyder, et al., 1991) as both originate from internal
perceptions of interest or successful attainment of goals (Sheldon & Elliot, 1999).
The idea of changes in identity from a multi-self and goal oriented stance can be
viewed from the perspective of approach and avoidance (Elliot, 2008), as outlined in
Section 2.1.3. Feared future selves (Vignoles, et al., 2008) and controlledness goals
(e.g., anxiety, guilt, punishment; Sheldon & Elliot, 1999) are similar to avoidance
motives. For family members who focus on the feared for possible self and/or
controlledness goals, there is a movement away from these selves or negative states
so as to reduce frustration. However, the effort to change or attain these goals tends
to reduce over time. Desired future selves (Vignoles, et al., 2008), ideal self in
intentional change theory (Boyatzis & Akrivou, 2006) and self-concordant goals
(e.g., strong interest, personal motivation; Sheldon & Elliot, 1999) are similar to
approach motives. For family members who focus on a desired future self, ideal self
and/or self-concordant goals there is a movement towards these selves, images,
positive states or goals so as to increase satisfaction. The effort to change or attain
these goals tends to be sustained over time.
3.4. Measuring Identity
Personal identity is an important area to research as it can influence or be influenced
by other processes associated with recovery (e.g., grief, stigma) and also has a key
role in the ‘personal and relational empowerment’ framework. Therefore, it is
necessary to understand the role and impact that personal identity has on family
members, as they recover from the consequences of having a loved one with a SU
and/or MH disorder. This understanding will enable the development of evidence
based approaches related to personal identity, which can be utilised in therapeutic
practice; for example, counselling and support groups.
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Measuring identity is a complex and difficult process. Existing measures tend to
focus on specific aspects of a person’s identity such as ethnic/racial (e.g., “Intragroup
Marginalization Inventory” (Castillo, Conoley, Brossart, & Quiros, 2007)),
sexual/gender (e.g., “Measure of Sexual Identity Exploration and Commitment”
(Worthington, Navarro, Savoy, & Hampton, 2008)) and vocational/organisational
(e.g., “Occupational performance History Interview” (Kielhofner, Mallinson,
Forsyth, & Lai, 2001)). Stoner, Perrewé and Hofacker (2011) devised the MultiDimensional Identification Scale (MIDS), a measure that is able to compare various
identity roles (i.e., social identity, family identity and work identity). These measures
of identity investigate how much a person identifies with a particular role.
Many measures are also based on Erikson’s ‘Stages of Personality Development’
(Erikson, 1968) and his concept of ego identity (e.g., “Utrecht management of
identity commitment scale” (Crocettia, Rubinib, & Meeus, 2008); “Ego Identity
Process Questionnaire” (Balistreri, Busch-Rossnagel, & Geisinger, 1995)). Marcia
(1966) introduced the concept of identity status, where identity is defined as “one’s
sense of uniqueness and degree of self-knowledge” (Dunkel, 2005, p. 22). Measures
and studies based on Erikson and Marcia concepts of identity tend to focus on the
adolescent and emerging adulthood developmental stages. Therefore, it is difficult to
apply these measures to adults who have had a life changing experience and are now
in the process of reassessing their identity.
The above measures focus on roles or a specific stage of development and do not
take into account the personal meanings that individuals assign to their identity; that
is, how an individual describes his or her own identity. The recovery journey of each
family member, as outlined in Chapter 2, is unique. Therefore, it is important to
capture the changes in personal identity from an individual’s perspective; that is, an
ideographic approach. Repertory grids (Kelly, 1955) are a way of capturing a range
of individual accounts of personal identity, which can then be collected and used
with a larger population. Using both an ideographic and a nomothetic approach has
the advantage of capturing the individual’s experiences of personal identity (e.g., the
family member impacted by a loved one’s SU and/or MH disorder) with the
advantage of generalisation (e.g., using the repertory grid with other family members
impacted by a loved one’s SU and/or MH disorder).
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The repertory grid technique (Kelly, 1955) can be used to examine identity. The
repertory grid has a number of assets which include: its ability to capture identity
from a number of ‘self’ and ‘other’ perspectives, to understand the concept of
identity from the individual perspective, and to identify how identity changes over
time (Beail, 1985). The repertory grid is comprised of two components; firstly
‘elements’, which may be used to reflect the concept of identity as being a
construction of ‘self and not self’ (e.g. ‘Myself as I usually am’ and ‘My best self’)
and ‘self and others’ (e.g., ‘My family’ and ‘My loved one’). Secondly ‘constructs’,
which are used by individuals to understand and evaluate these ‘element’
perspectives of selves and others (e.g., "selfish-caring"; Bell, 1988; Walker &
Winter, 2007). Repertory grid data reflect the relationship between the elements and
the constructs, where the elements can be rated in terms of their constructs.
Methodologically, elicited or provided elements and constructs can be used in
repertory grids (Fransella, Bell, & Bannister, 2004). An ‘elicited repertory grid’ is
where the elements and/or constructs are obtained from the participant. There are a
variety of ways in which the elicitation is completed; self-characterisation is one
method and will be explained later in this section. A ‘provided repertory grid’ is
often used, where elements and constructs are supplied by the researcher. The main
advantage of provided constructs is that it permits a higher degree of standardisation
for comparison between repertory grids (Adams-Webber & Davidson, 1979). The
provided repertory grid also provides certain advantages when they are being used
with large numbers of participants from diverse geographic areas. The question then
becomes how you provide constructs that are sufficiently meaningful for all
participants involved?
In previous research the constructs used in ‘provided’ grids have been randomly
selected from a list of elicited constructs from the same population (Adams-Webber,
1998). In organisations a technique called ‘diagnostic research’ has been used. A
small sample of the population is interviewed and constructs are elicited. These
constructs are then sorted into themes by two or more people. One construct is then
selected from each theme when it seems to represent what the group is saying. These
selected constructs are then used to form the ‘provided’ grid, which is then
distributed to the wider population (Fransella & Thomas, 1988). Both of these
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methods ensure that the constructs are meaningful to the participants of a specific
population. However, the constructs are either selected at random or what they
seemingly represent. Therefore, a selected construct may represent one person’s view
or experience. A more methodical approach is required, where the constructs chosen
to form the ‘provided’ grid are based on a system, where they represent the majority
view of the population.
The ‘Classification System for Personal Constructs’ (CSPC: Feixas, Geldschlager, &
Neimeyer, 2002) is a system where the constructs elicited can be classified. This
process can allow a considerable number of constructs from a range of participants to
be reduced and used in a repertory grid, it also allows for thematic areas to be
identified. The CSPC was used, as the coding of the constructs enables an analysis of
categorical nature of the constructs, which complements the quantitative analysis in
the repertory grid (Feixas, et al., 2002). The CSPC primary focus is on value
constructs, which “include the meanings people give to his or her own and others’
psychological traits or characteristics” (Feixas, et al., 2002, p. 3). These value
constructs are similar to how identity is defined by the existentialist view of a
‘person’s-world view’ (Frie, 2000); humanistic view based on a person’s perception
and the value they place on those perceptions (Rogers & Russell, 2002); and the
constructivists view which is concerned with ‘meaning making’, where people give
meaning to their experiences. All of these are in line with the concept of identity, in
that people describe their identity based on their own personal meanings.
The CSPC is comprised of what Feixas et al. (2002) term ‘areas’, which are based on
a hierarchical order (in numerical order from Area 1 to Area 6). These ‘areas’
represent broader construct themes. The hierarchy in the CSPC was based on the
main research focus conducted by Feixas and colleagues, being implicative dilemmas
(a type of cognitive conflict). The premise is that the most compatible (or congruent)
constructs will be moral, as moral issues are an important component in judging the
self (Feixas, personal communication, August 8, 2011). People are likely to underrate
themselves in emotional (e.g., feel sad), relational (e.g., loner) or personal (e.g.,
powerlessness) issues but will judge themselves more favourable in regards to moral
issues (e.g., giving; Compan et al., 2011; Feixas, personal communication, August 8,
2011). The constructs identified in the self-characterisation are initially coded into
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one of the six thematic areas (Area 1: Moral, Area 2: Emotional, Area 3: Relational,
Area 4: Personal, Area 5: Intellectual/Operational, Area 6: Values and Interests).
They are then coded more specifically into a category within the assigned area. The
categories are not hierarchal in their coding. Therefore, the coder places the
constructs where he or she considers the best correspondence to be (e.g. Area 1A –
Good/Bad or Area 1B – Altruist/Egoist etc). There are a total of 45 categories that
fall across the six thematic areas. Even though it might be possible to classify some
constructs across two or more thematic areas, they are only assigned to the thematic
area that falls highest in the hierarchal classification system. This was done to
increase the reliability of the classification system as well as to remove the possible
overlap between the different areas (Feixas, et al., 2002).
Self-characterisation is one method used to elicit constructs (Beail, 1985). When
completing a ‘self-characterisation’ people are asked to write an autobiographical
sketch of themselves, in the third person (Button, 1981). Writing in the third person
reduces the anxiety and threat that individuals may feel when writing about
themselves (Kelly, 1955). The lack of specific instruction allows the person to
choose what she or he divulges to the interviewer (Kelly, 1955). It can also be useful
to ask people to write about how they see themselves now and how they would see
themselves in the future; that is, a “potential future self” (Fransella, 1981, p. 291).
The ways in which individuals describe themselves in the character sketch produces
one pole of the construct, the emergent pole. The emergent pole is then used to elicit
the contrast pole for that construct, which is used in the grid (Beail, 1985). This
process, as well as the repertory grids and other measures of recovery, will be
outlined in further detail in the Chapter 4. Chapter 4 will also explain the research
design as well as describing the participants who took part in the research.
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CHAPTER 4:
METHODOLOGY
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To investigate the research questions outlined in Section 1.5, a mixed methods
design was employed. The quantitative component involved the use of questionnaires
and the qualitative component involved interviews. The research included both crosssectional and longitudinal data collection. The participants were drawn from support
groups and services for family members impacted by their loved ones’ SU and/or
MH disorder. An overview of the research design is presented in Figure 4.
Services for families impacted
by a loved one’s
SU and/or MH disorder

16 services were contacted
6 agreed to participate
Other services
(Family Drug Suport, Holyaoke, Kedesh
Rehabilitation Services, Al-Anon, various
Salvation Army sites, throughout New
South Wales and Australian Capital
Territory)

Salvation Army – Wollongong
Potential sample = 116

44 family members
agreed to participate

33 family members agreed
to participate - Group 3
Group 2 (n=25)

Cross-sectional study – Questionnaires at Time 1

Longitudinal study – Questionnaires at Time 2

Group 1 (n=19)

Interviews at Time 1

Interviews at Time 2

Figure 4. Outline of research design.
As outlined in Figure 4, 16 drug and alcohol family support services were initially
contacted by phone. The research was explained and the requirements of the service
and the participants were outlined. A total of seven drug and alcohol family support
services – Kedesh Rehabilitation Services, Family Drug Support, Holyoake and three
Salvation Army (SA) sites from New South Wales (NSW) and one SA site from the
Australian Capital Territory (ACT) - agreed to participate. The service posted out an
‘Invitation to participate’ letter (Appendix C) and a ‘Participant information sheet’
(Appendix B) to the family members attending their service, this is outlined in
Section 4.1.1. The family members attending the SA Wollongong ‘Very Important
Families’ Group (VIFs) were invited to attend a presentation, where the research was
explained, this is described in Section 4.1.1.
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4.1. Participants
4.1.1. Cross-sectional analysis
Seventy seven participants (17 males and 60 females) with an average age of 58.67
years (range 28-78 years) were recruited with consent from seven drug and alcohol
services throughout NSW and the ACT, Australia. Ethics approval was obtained
from the University of Wollongong’s Human Research Ethics Committee (Appendix
A).
Of the 77 participants, 44 (11 males and 33 females) with an average age of 62.02
years (range 40-78 years) were recruited from VIFs. The VIFs group is a support
group for families impacted by a loved one’s SU and/or MH disorder run by the SA,
Wollongong. The researcher provided a general overview of the project to potential
participants at the SA Corps Centre Wollongong. In this presentation, details of the
study were outlined, participant information sheets (Appendix B) were distributed
and any questions regarding the research were addressed by the researcher. At the
end of the presentation potential participants from the VIFs group could decide upon
their level of commitment; that is, they were self-selected. ‘Invitation to participate’
letters were sent to those members of the VIFs group that could not attend the
presentation, so that they had the opportunity to participate in the research (Appendix
C).
The participants could either commit to an interview (one at the start and one after 12
months) and to fill out questionnaires over 12 months, or they could commit to only
filling out questionnaires over 12 months. Nineteen participants were recruited for
the interview and questionnaires group (referred to as Group 1) and had an average
age of 62.84 years (range 40-78 years). Twenty five participants were recruited for
the questionnaires only (referred to as Group 2) and had an average age of 61.40
years (range 52-75 years).
Thirty three participants (6 males and 27 females) were recruited with consent from
the following drug and alcohol services – Kedesh Rehabilitation Services, Family
Drug Support, Holyoake, Al-Anon and three SA sites from NSW and one SA sites
from the ACT. The researcher contacted the services (e.g., Kedesh Rehabilitation
Services, Family Drug Support) and asked if they would distribute the ‘Participants
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Information Sheet’ (Appendix B) and ‘Invitation to participate letter’ (Appendix C).
Family members contacted the researcher directly if they wished to participate in the
research. Interview-based advertisements for the project were also conducted with
local newspapers to identify other people who may wish to participate; contact
information for the researcher was provided. This group (referred to as Group 3) had
an average age of 53.90 years (range 28-69 years). These participants were required
to complete the questionnaires once only. The cross-sectional analysis involved data
collected at Time 1 for Group 1 and 2, as well as the data collected from Group 3.
4.1.2. Longitudinal analysis
The 44 participants from the VIFs group participated in the longitudinal analysis.
Data were collected over 12 months, at the beginning (Time 1) and after 12 months
(Time 2). Nineteen participants were recruited for the interview and questionnaires
group (Group 1) the interviews were conducted at Time1 and again at Time 2. The
remaining 25 participants were recruited for the questionnaires only (Group 2).
As part of the questionnaire package (both cross-sectional and longitudinal studies),
participants received a ‘Participants information sheet’ (Appendix B), which was
retained by the participant and a ‘Consent form’ (Appendix D), which was signed by
the participant and returned with the questionnaires. The participants also generated
their own identifier code (Appendix E), which was used to retain anonymity. After
generating the code participants completed the ‘Demographic details’ (Appendix F),
for those participating in the longitudinal study they completed another
‘Demographic details’ (Appendix F) sheet at Time 2.
4.2. Demographics
4.2.1. Cross-sectional data
Some sections of the demographic sheets were not fully completed by the
participants; therefore, the numbers for each of the demographic variables changed
(see Tables 5 to 13). On average the proportion of data incomplete per participant
was 0.65%. The demographic data for Groups 1, 2 and 3 are displayed separately in
Appendix L. The demographic data for the cross-sectional analysis can be divided
into three sections – the participants, the loved one and family support. The first
66

section is concerned with the participants in the study (Tables 5 and 6). The majority
of participants were female, married and not working. They were mainly mothers
who did not consider themselves the primary carer and did not live with their loved
one, but had contact with them at least several times a week.
Table 5
Demographics of Participants for Cross-sectional Study (scale)
Demographics

N

Mean

SD

Range

Age (years)

75

58.67

9.60

28-78

How long have you lived with your
Loved one? (months)
How long have you not lived with
your loved one? (months)

19 132.26

134.94

1-432

94.64

3-444

58

81.30

Table 6
Demographics of Participants for Cross-sectional Study (ordinal and nominal)
Demographics

Category (label)

N

%

Sex

Male (1)

17

22.08

Female (2)

60

77.92

Not working (1)

47

61.04

Working (2)

30

38.96

Married (1)

48

62.34

Defacto (2)

2

2.60

Separated (3)

7

9.09

Divorced (4)

14

18.18

Widowed (5)

4

5.19

Single (6)

2

2.60

Work

Marital Status

Table 6 continued over page.
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Demographics

Category (label)

N

%

Relationship to Loved one

Father (1)

13

16.88

Mother (2)

45

58.44

Grandfather (3)

1

1.30

Grandmother (4)

2

2.60

Husband (5)

1

1.30

Wife (6)

8

10.39

Son (7)

0

0

Daughter (8)

1

1.30

Brother (9)

2

2.60

Sister (10)

3

3.90

Partner (11)

1

1.30

No (1)

52

67.53

Yes (2)

25

32.47

No (1)

58

75.32

Yes (2)

19

24.68

Everyday (1)

25

33.33

Several times per week (2)

33

44.00

Several times per month (3)

9

12.00

Once every 3 months (4)

5

6.67

Once a year (5)

1

1.33

<once a year (6)

2

2.67

Primary Carer

Living with Loved one

Contact with Loved one a

Note. N=77; an=75.

The second section looked at the loved one with the SU and/or MH disorder (Table
7). The average age of the 76 loved ones was 35.71 years (SD = 10.54; Range 1971). The majority of loved ones were male with 44.16% having a MHD and all but
three loved ones having a SUD.
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Table 7
Demographics of Loved One for Cross-sectional Study (ordinal and nominal).
Demographics

Category (label)

N

%

Sex of Loved One

Male (1)

53

68.83

Female (2)

24

31.17

No Mental Illness (0)

43

55.84

<1 year (1)

1

1.30

1-3 years (2)

7

9.09

3-5 years (3)

6

7.79

5-10 years (4)

4

5.19

>10 years (5)

16

20.78

No abuse (0)

3

3.90

<1 year (1)

0

0

1-3 years (2)

2

2.50

3-5 years (3)

11

14.29

5-10 years (4)

23

29.87

>10 years (5)

38

49.35

Years of Mental Illness

Years of Alcohol or Drug
Use

Note. N=77.

The third section was concerned with family support (Table 8). The majority of
participants attended a family support program (88.16%), had been attending for
between <1 to 3 years, almost half (45.95%) attended >10 times per year, and
without another family member.
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Table 8
Demographics Related to the Support Group for the Cross-sectional Study (ordinal
and nominal).
Demographics

Category (label)

N

%

How long have you been
attending the family
support program a

No attendance (0)

9

11.84

<1 year (1)

25

32.89

1-3 years (2)

16

21.05

3-5 years (3)

9

11.84

5-10 years (4)

8

10.53

>10 years (5)

9

11.84

No attendance (0)

10

13.51

<3 times (1)

10

13.51

4-6 times (2)

14

18.92

7-9 times (3)

6

8.11

>10 times (4)

34

45.95

9

11.69

No (1)

43

55.84

Yes (2)

25

32.47

How often do you attend
the family support group
per year? b

No attendance (0)
Do other members of your
family attend the family
support group?
Note. N=77; an=76; bn=74.

4.2.2. Longitudinal data
Different questions were asked in the demographics from time 1 to time 2 (see
Appendix F), for example the question ‘What is your age in years’ was presented at
time 1 and not time 2 and the question ‘Is your family member in recovery (i.e., not
using drugs/alcohol’ was presented at time 2 and not time 1. The demographics for
the longitudinal data can be divided into two sections – Time 1 and Time 2. The first
section is concerned with the demographics at Time 1 (Tables 9 and 10). The
majority of participants were female, married, and not working. They were mainly
mothers who did not consider themselves the primary carer nor lived with their loved
one, but had contact with them at least several times a week. Of those participants
who lived with their loved one, two had not lived with their loved one for over 19
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years. The majority of loved ones were male with a SUD, with 43.8% having a
MHD. All the participants attend a support group, with the majority (65.90%) having
attended for five years or less with most (59.52%) attending between 7 to >10 times
per year with another family member.
Table 9
Demographics of Longitudinal Sample at Time 1 (Scale)
Demographics

N

Mean

SD

Age (years)

44

62.02

7.30

Age of loved one (years)

44

34.16

8.47

7

90.14

101.26

36

76.61

67.66

How long have you lived with your Loved
one? (months)a
How long have you not lived with your loved
one? (months)b

Range

Table 10
Demographics of Longitudinal Sample at Time 1 (nominal and ordinal)
Demographics

Category (label)

N

%

Sex

Male (1)

11

25.00

Female (2)

33

75.00

Not Working (1)

29

65.91

Working (2)

15

34.09

Married (1)

30

68.18

Defacto (2)

0

0

Separated (3)

2

4.55

Divorced (4)

9

20.45

Widowed (5)

3

6.82

Single (6)

0

0

Father (1)

10

22.73

Mother (2)

30

68.18

Grandfather (3)

1

2.27

Grandmother (4)

2

4.55

Husband (5)

0

0

Wife (6)

1

2.27

Work
Marital Status

Relationship to Love One

Table 10 continued over page.
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Demographics

Category (label)

N

%

Sex of Loved One

Male (1)

31

70.45

Female (2)

13

29.55

No Mental Illness (0)

25

56.82

<1 year (2)

0

0

1-3 years (3)

5

11.36

3-5 years (4)

3

6.82

5-10 years (5)

2

4.55

>10 years (6)

9

20.45

No Substance use (0)

1

2.27

<1 year (1)

0

0

1-3 years (2)

1

2.27

3-5 years (3)

4

9.09

5-10 years (4)

16

36.36

>10 years (5)

22

50.00

No (1)

32

72.73

Yes (2)

12

27.27

No (1)

38

86.36

Yes (2)

6

13.64

Everyday (1)

6

13.95

Several times per week (2)

25

58.14

Several times per month (3)

6

13.95

Once every 3 months (4)

4

9.30

Once a year (5)

1

2.33

<once a year (6)

1

2.33

Years of Mental Health
disorder

Years of Substance Use
disorder

Primary Carer

Living with Loved one

Contact with Loved one a

Table 10 continued over page.
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Demographics

Category (label)

N

%

How long have you been
attending the family
support program?

<1 year (1)

9

20.45

1-3 years (2)

11

25.00

3-5 years (3)

9

20.45

5-10 years (4)

8

18.18

>10 years (5)

7

15.91

<3 times (1)

6

14.29

4-6 (2)

11

26.19

7-9 (3)

5

11.90

>10 (4)

20

47.62

No (1)

21

47.73

Yes (2)

23

52.27

How often do you attend
the family support
program per year? b

Do other members of your
family attend the family
support group?
Note. N=44; an=43; bn=42.

After 12 months (Time 2; Table 12), the majority of participants were married, did
not consider themselves the primary carer, did not work or live with their loved one;
however, they did have daily contact. For the loved ones, the majority did not receive
support (e.g., hospital, rehabilitation, counselling) for their SU and/or MH disorder.
For those participants who have received support it is mainly in the form of
rehabilitation services. In the past 12 months the majority of participants reported
attending the support group between 7 to >10 times (58.54%) with no other family
members. The majority of loved ones were reported to be in recovery, where
recovery is defined as not using any drugs or alcohol (Table 11).
Table 11
Demographics of Longitudinal Sample at Time 2 (scale)
Demographics

N

Mean

SD

How many times has your loved received support?
(months)
How long has your loved one been in recovery?
(months)

13

2.69

2.75

22

37.59

31.47
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Table 12
Demographics of Longitudinal Sample at Time 2 (ordinal and nominal)
Demographics

Category (label)

N

%

Work

Working (1)

15

34.09

Not working (2)

29

65.91

Married (1)

30

68.18

Defacto (2)

1

2.27

Separated (3)

2

4.55

Divorced (4)

9

20.45

Widowed (5)

2

4.55

Single (6)

0

0

No (1)

26

61.90

Yes (2)

16

38.10

No

32

72.73

Yes

12

27.27

Everyday (1)

27

61.36

Several times per week (2)

15

34.09

Several times per month (3)

2

4.55

Once every 3 months (4)

0

0

Once a year (5)

0

0

<once a year (6)

0

0

Marital Status

Primary Carer a

Living with Loved one

Contact with Loved one

Has your loved one
received support? b

No (1)

31

72.09

Yes (2)

12

27.91

What type of support has
your loved one received? c

Hospital (1)

1

7.69

Detox (2)

1

7.69

Rehab (3)

6

46.15

Counselling (4)

5

38.46

Table 12 continued over page.
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Demographics

Category (label)

N

%

Is your loved one in
recovery? d

No (1)

18

43.90

Yes (2)

23

56.10

How often do you attend
the family support
program per year? d

<3 times (1)

10

24.39

4-6 (2)

7

17.07

7-9 (3)

9

21.95

>10 (4)

15

36.59

No

25

56.82

Yes

19

43.18

Do other members of your
family attend the family
support group?

Note. N=44; an=42; bn=43; cn=13; dn=41.

4.3. Differences in the Demographics Between Groups and Loved One’s
Recovery Status
The cross-sectional and longitudinal demographic data were analysed to identify if
there were any differences between the groups (i.e., Group 1, Group 2 and Group 3).
Initially ANOVAs (scale data; e.g., age of participant), Kruskal-Wallis One-Way
ANOVAs (ordinal data; e.g., how often do you attend the support group?) and ChiSquare Test of Contingencies (nominal data; e.g., are you currently working?) were
conducted using SPSS v17. There were a number of demographics that were
statistically different between the groups (Table 13; see Appendix L for further
details).
Demographic variables that were statistically significantly different were then
analysed to determine if they correlated with the outcome measures (i.e., the
questionnaires and the repertory grid – based measures: see Section 4.4.9) using
Pearson correlations (scale data; e.g., age of family member), Spearman correlations
(ordinal data; e.g., how often do you have contact with your family member?) and
Cramer’s V (nominal data; e.g., do you currently live with your family member?). A
number of statistically significant relationships were identified between the
statistically significant demographic variables and the outcome measures (see
Appendix L for further details); therefore, these demographic variables (those that
appear in Table 13) were treated as covariates in subsequent analyses.
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Table 13
Demographic Variables that Differed Statistically Between the Groups
Cross-sectional Demographics

Longitudinal Demographics

Age of the participant

Age of loved one

How long loved one had a SUD

How long loved one had a SUD

Participant living with their loved one

How long the Participant has NOT living
with their loved one

Amount of contact the participant had
with their loved one

Is loved one in recovery

How long the participant had been
attending the support group

How long has loved one been in recovery

How often the participant attended the
support group in the past 12 months

How often did the participant attend the
support group at time 1
How often did the participant attend the
support group at time 2

The longitudinal data at Time 2 were analysed to identify if there were any
significant differences between participants whose loved ones were in recovery and
those whose loved ones were not in recovery. An outline of the demographics of
these two groups can be found in Appendix M. Initially, Independent t-test (scale;
e.g., how many times has your family member received support?), Mann-Whitney U
Test (ordinal; e.g., marital status) and Chi-Square Test of Contingencies (nominal;
e.g., how often do you have contact with your family member?) were conducted
using SPSS v17. There were no significant differences between the participants
whose loved ones were in recovery compared to those loved ones not in recovery.
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4.4. Materials
The following questionnaires were used in both the cross-sectional and longitudinal
studies (refer to Appendix G for all questionnaires).
4.4.1. Experiences of Caregiving Inventory (ECI: Szmukler, Burgess, Herrman,
Benson, Colusa & Bloch, 1996).
This self-report measure evaluates “the experiences of caring for a relative with a
serious mental illness” (Szmukler et al., 1996, p. 137). Therefore, the wording of
some of the original questions was amended to incorporate both SU and/or MH
disorders. For example, item 1 was changed from ‘your covering up his/her illness’
to ‘your covering up his/her substance use and/or mental illness’. The ECI comprises
of two subtotals and ten sub-scales, with a total of 66 items. Participants were asked
to rate their experiences of care giving on a five point likert scale (0 = rarely to 4 =
nearly always). The subtotal of Negative Caregiving Experiences (NCE) comprises
of eight subscales, a total of 52 items, which include: difficult behaviours (DB; e.g.,
“Moody”), negative symptoms (NS; e.g., “withdrawn”), stigma (S; e.g., “Feeling
unable to have visitors at home”), problems with services (PWS; e.g., “Doctor’s
knowledge of services available”), effects on the family (EF; e.g., “The illness is
causing a family breakup”), the need to provide backup (NTB; e.g., “The effect on
your finances”), dependency (D; e.g., “Unable to do things you want”), loss (L; e.g.,
“He thinks a lot about death”). The subtotal of Positive Caregiving Experiences
(PCE) comprises of two subscales, a total of 14 items, which include: rewarding
personal experiences (RPE; e.g., “I have learnt more about myself”) and good
aspects of the relationship (GAR; e.g., “I have contributed to his well-being”) with
the patient (loved one). A high score on the NCE indicates that the participant was
experiencing more negative aspects of care giving, where a high score on the PCE
indicates that the participant was experiencing more positive aspects of care giving
(Szmukler, Burgess, et al., 1996). The ECI has good internal reliability (alpha range
from .74 to .91) and has been reported as having good concurrent validity with
Mastery, Ways of coping (emotional) and the General Health Questionnaire
(Szmukler, Burgess, et al., 1996).
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4.4.2. State Hope Scale (SHS: Snyder, Sympson, Ybasco, Borders, Babyak &
Higgins, 1996).
The SHS is a measure of state hope, in which hope is temporal and “related to the
ongoing events in people’s lives” (Snyder et al., 1996, p. 321). The SHS is a six-item
scale comprised of three ‘agency’ and three ‘pathway’ items. Agency measures goal
directed determination; it is a person’s belief that he or she can achieve his or her
goals. An example item is ‘Right now, I see myself as being pretty successful’.
Pathway measures successful goal-directed planning; it is the number of different
ways that people can identify in which they can achieve their goals. An example item
‘I can think of many ways to reach my current goals’. Participants were asked to rate
‘how you think about yourself right now’ on an eight point likert scale (1 = definitely
false and 8 = definitely true). The SHS generates a single score, where higher scores
indicate greater hopefulness, and subscale scores for agency and pathway. The SHS
has a good internal reliability (alpha range from .82 to .95, with a median of .93) and
good concurrent validity with dispositional hope, state self-esteem and positive and
negative affect (Snyder, et al., 1996).
4.4.3. Marwit-Meuser Caregiver Grief Inventory – Short Form (MMCGI-SF:
Marwitt & Meuser, 2005).
The MMCGI-SF was designed to measure the level of grief in carers of people with
progressive dementia. Therefore, the wording the original item five was amended to
incorporate both SU and/or MH disorders, ‘Dementia is like a double loss...’ was
changed to ‘Substance use and/or mental illness is like a double loss...’. Only two of
the three subscales of the MMCGI-SF were used in this study: ‘Personal Sacrifice
Burden’ (PSB; M=20.2, SD=5.3) and ‘Worry and Felt Isolation’ (WFI; M=16.6, SD=
5.2). There are a total of 12 items, six in each subscale. Participants were asked to
rate how much they agreed or disagreed with each statement on a five point likert
scale (1 = strongly disagree to 5 = strongly agree). Sample items include ‘I had to
give up a great deal to be a caregiver’ (PSB) and ‘My friends simply don’t
understand what I am going through’ (WFI). Scores one standard deviation above the
mean may indicate a need for formal intervention or support to enhance coping.
Scores one standard deviation below the mean could be denial/downplaying or a
positive adaptation (if displaying no other grief or psychological disturbance). The
78

two factors, PSB and WFI have good internal consistency (alphas of .83 and .80,
respectively) and good concurrent validity with the 50 item MMCGI (correlations of
.92 and .93, respectively; Marwit & Meuser, 2005). The MMCGI-SF has good
criterion validity with depression, anticipatory grief and caregiver strain (Marwit &
Meuser, 2005).
4.4.4. Mental Health Continuum – Short Form (MHC-SF: Keyes, et al., 2008).
The MHC-SF assesses the presence of mental health and comprises of 14 items with
three subscales Emotional Well-Being (EWB – items 1-3); Social Well-Being (SWB
– items 4-8); Psychological Well-Being (PWB – items 9-14) and a Total Well-Being
(TWB) score. Participants were asked to rate how often they ‘have felt each feeling’
in the past month on a six point likert scale (0 = never to 5 = everyday). Sample
items include ‘happy’ (EWB), ‘that you had something important to contribute to
society’ (SWB) and ‘that your life had a sense of direction or meaning to it’ (PWB).
The participants’ score enables them to be classified into one of three categories of
well-being either Flourishing - score 4 or 5 on at least seven items, with one coming
from EWB; Languishing – score 0 or 1 on at least seven items with one coming from
EWB; Otherwise labelled as Moderately Mentally Healthy. A higher score indicates
greater overall well-being. The MHC-SF has good internal consistency (with alphas
ranging from .59 to.73) with the total MHC-SF having an alpha of .74 (Keyes, et al.,
2008). The MHC-SF has good criterion validity with other measures such as
Affectometer Positive Affect Scale, Generalised Self-Efficacy Scale and the
Satisfaction With Life Scale (with alphas ranging from .37 to .52; Keyes, et al.,
2008).
4.4.5. Family Adaptability and Cohesion Scale IV (FACES IV: Olson, Gorall, &
Tiesel, 2007).
The FACES IV accesses the level of “functional versus dysfunctional behaviour
perceived in the family system” (Olson, Gorall, & Tiesel, 2006, p. 16) and has 62
items with eight subscales Balanced Cohesion; Balanced Flexibility; Disengaged;
Enmeshed; Rigid; Chaotic (7 items each; the last 4 are unbalanced scores); Family
Communication; and Family Satisfaction (10 items each). For the first seven
subscales, participants were asked to rate on a five point likert scale how much they
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agree or disagree with a statement (1 = strongly disagree to 5 = strongly agree). For
Family Satisfaction, participants were asked to rate on a five point likert scale how
satisfied or unsatisfied they were with the statement (1 = very dissatisfied to 5 = very
satisfied). Sample items include ‘Family members are involved in each others lives’
(Balanced Cohesion); ‘Our family tries new ways of dealing with each other’
(Balanced Flexibility); ‘We get along better with people outside our family’
(Disengaged); ‘We spend too much time together’ (Enmeshed); ‘There are strict
consequences for breaking the rules in our family’ (Rigid); ‘We never seem to get
organised in our family’ (Chaotic); ‘Family members are very good listeners’
(Family Communication); ‘Your family’s ability to cope with stress’ (Family
Satisfaction). A ratio score of balanced/unbalanced scales are used for both cohesion
(CR) and flexibility (FR). These are also combined to create a total circumplex ratio
(TCR). The CR is calculated with the following formula: balanced cohesion score +
([enmeshed score + disengagement score]/2). The FR is calculated with the
following formula: balanced flexibility score + ([chaotic score + rigid score]/2). The
TCR is calculated by the following formula: (CR + FR)/2. The higher the ratio scores
the more balanced the family system. Higher scores in family communication and
satisfaction subscale the healthier the family. There is good internal reliability
between the subscales (alphas ranging from .77 to .89). FACES IV has good criterion
validity with other family measures such as Self-report Family Inventory (alpha =
.73), Family Satisfaction Scale (alpha = .93) and Family Assessment Device (alpha =
.91; Olson, et al., 2006; Olson, Gorall, & Tiesel, 2007).
4.4.6. Therapeutic Factors Inventory – Short Form (TFI-SF: MacNair-Semands,
Ogrodniczuk, & Joyce, 2010).
The TFI-SF was designed to assess the group members perceptions of the occurrence
of therapeutic factors in the group and comprises of 23 items with four subscales:
Instillation of Hope (IH - 6 items), Secure Emotional Expression (SEE - 7 items),
Awareness of Relational Impact (ARI - 6 items), and Social Learning (SL - 4 items).
Sample items include ‘Things seem more hopeful since joining group’ (IH), ‘Even
though we have differences, our group feels secure to me’ (SEE), ‘In group I’ve
really seen the social impact my family has had on my life’ (ARI), and ‘In group
sometimes I learn by watching and later imitating what happens’ (SL). Participants
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were asked to rate their experiences on a seven point likert scale (1 = Strongly
disagree to 7 = Strongly Agree). The higher the score the more hope, connection,
awareness and learning were taking place within the group. There is good internal
reliability between the subscales (alphas ranging from .71 to .91). The TFI-SF
demonstrated good concurrent validity with small to moderate correlations with the
engagement, avoidance and conflict subscales of the Group Climate Questionnaire –
short form (MacNair-Semands, et al., 2010).
4.4.7. Family Recovery Measure (FRM: Buckley-Walker, Crowe & Caputi, 2008).
The FRM was developed for this study and assesses the level of recovery of family
members/carers. The questionnaire comprises of 25 items with three subscales plus
an overall recovery score. The three subscales are Grief (8 Items; e.g., ‘Are you
feeling a sense of loss and grief over your family member?’), Individuation (9 Items;
e.g., ‘Are you preoccupied with your family member’s behaviour?’), and
Interpersonal (8 Items e.g., ‘Do you avoid social situations due to your family
member’s behaviour?’). The data is categorical, ‘yes’ if you agree that this statement
is currently true for you and ‘no’ if this statement is currently not true for you (0 = no
or 1 = yes). A factor analysis was conducted (using SPSS v17) on the original 48
item FRM (refer to Appendix H). It was found that the three factors produced
Cronbachs alphas of .76 (grief), .86 (individuation), .76 (interpersonal), and .89 (total
FRM; refer to Appendix H for further details).
4.4.8. Self-Characterisations (SC) – ‘Now or Preferred’ self (Kelly, 1955).
The SCs were used for those participants completing an interview. The purpose of
the SC is to identify the constructs related to personal identity (Beail, 1985). When
completing SCs, people were asked to write an autobiographical sketch of
themselves, in the third person (Button, 1981). For example:
I want you to write a character sketch of yourself (Harry Brown), as you
are now, just as if he were the principal character in a play. Write it as it
might be written by a friend who knew him very intimately and very
sympathetically, perhaps better than anyone ever really could know him.
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Be sure to write it in the third person. For example, start out by saying,
‘Harry Brown is….’
The ways in which the individual describes him or herself in the character sketch
produces constructs (i.e., one pole of a bipolar construct). This construct is then used
to elicit the contrast pole (i.e., the second pole of a bipolar construct), which is then
used in the repertory grid (Beail, 1985). It can also be useful to ask the person to
write about how she or he sees her or himself now and how she or he would see her
or himself in the future, that is a “potential future self” (Fransella, 1981, p. 291). Two
types of SC used in this study were ‘Self Now - SC’ and ‘Preferred Self - SC’
(Appendix I). The ‘Self Now - SC’ is identical to the original used by Kelly (1955).
The ‘Preferred Self - SC’ uses the original wording however, it replaces the ‘Self
Now’ with ‘Preferred Self’.
4.4.9. Repertory Grid (RG: Kelly, 1955).
As described in Section 3.4, the RG was comprised of two components; elements and
constructs. The elements were rated in terms of their constructs (Appendix J). The
participants were asked to either write a number (elicited RGs) or circle a number
(provided RGs) from 1 to 5, in terms of how much does that element represent a
particular construct. For example:
“if your impression of yourself as you usually are is that you are selfish,
then circle ‘1’ or ‘2’ or , if your impression of yourself as you usually are
is that you are caring, then circle ‘4’ or ‘5’. By circling ‘3’ you believe
that you are selfish on some occasions and caring on other occasions”
The RG data reflect the relationship between elements (perspectives of selves and
others) and constructs (how individuals understand and evaluate these perspectives
of selves and others). A rating of 4 or 5 reflects the more positive pole of the bipolar
construct (e.g., caring), where a rating of 1 or 2 reflects the more negative pole of the
bipolar construct (e.g., selfish).
Those participants who completed an interview filled in a RG with provided
elements and personally elicited constructs (using the SC as described above).
Elements (and their definitions) provided include:
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‘Myself as I usually am’, refers to how you have viewed yourself over the past
month.
‘Myself as I used to be’, refers to how you viewed yourself prior to your loved one
having an alcohol other drug/mental health disorder.
‘Me as I ought to be’, refers to how you currently should be.
‘Me as I would ideally like to be’, refers to how you would ideally like to view
yourself.
‘Myself as I will be in 12 months time’, refers to how you would like yourself to be
12 months from now.
‘My best self’, refers to yourself currently when you are at your best.
‘My family’, refers to how you view the members of your family as a group.
‘The support group’, refers to how you view the support group as a whole.
‘My loved one’, refers to how you view the person who has an alcohol and/or other
drug/mental health disorder.
The RG completed by the participants who were not interviewed was comprised of
the same provided elements plus provided constructs (Appendix J). The provided
constructs were derived from the participants who were interviewed. Kelly’s (1955)
‘Commonality Corollary’ suggests that "the extent that one person employs a
construction of experience which is similar to that employed by another, his
psychological processes are similar to those of the other person" (Kelly, 1955/1991,
p. 5). That is, there is significant commonality of construing in people with similar
experiences and exposure to similar events. This implies that the constructs that
emerge from a sample of the target population itself (i.e., participants whose
constructs were elicited) are likely to be directly relevant to others from that
population (i.e., participants with provided constructs). As described in Section 3.4,
the constructs chosen for the provided RG were selected using Feixas and colleagues
(2002) ‘Classification System of Personal Constructs’ (CSPC); this process is
described in detail in Appendix K (Buckley-Walker, Crowe, & Caputi, 2013).
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4.4.10. Semi-structured interviews
Interviews were completed at both Time 1 and Time 2 for Group 1 participants only.
A discovery orientated interview technique was used. This technique uses openended questions to elicit information about the participants’ experiences with little
input from the interviewer; the interviewer in each case was the researcher. This
technique had the potential to reveal processes that have previously been identified,
as well as the discovery of other themes and/or processes not previously identified in
the literature. The purpose of the interview at Time 1 was to ascertain the
participants’ ‘stories’ from the time they ‘suspected things were not right’ with their
loved one to the present. This would allow any current and previously experienced
issues to be identified. The participants were prompted with the following:
I would like to hear your story from when you may have been thinking,
‘something is not quite right here’. Perhaps you were thinking ‘this is
just a passing phase’, ‘they are just a little off’ or perhaps close friends or
family were concerned about your family member.
The interview at Time 2 focussed on the participants’ experiences over the past 12
months, thus capturing more recent issues. They were prompted with the following:
Focusing on the past 12 months I would like to hear about your life and
your experiences with your family member’s substance use/mental health
disorder.
The interviews were audio-taped and then transcribed verbatim for analysis. For
further details in regards to the procedure and analysis of the transcripts refer to
Sections 9.1 and 9.2.
4.5. Analyses of Quantitative and Qualitative Data
All analyses were conducted using SPSS v 17. Two-tailed analyses with an alpha
level of .05, except where stated, were carried out. The sample sizes for each
statistical analysis varied for two reasons. Firstly, some of the participants did not
rate all elements in the repertory grid (e.g., ‘past self’ - 1 participant did not complete
at time 1; 2 participants, did not complete at time 2) or complete all questionnaires
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(e.g., Family Recovery Measure). Secondly, due to the impacts of the covariates
(e.g., ‘not living with your loved one’ includes 38 participants out of a maximum of
44).
4.5.1. Repertory grid data
Analysis of the repertory grid data is based on firstly, the calculations of the average
element ratings and secondly, the generation of distance measures between the
various grid elements. The average element ratings across all constructs were
calculated; for example, all the ratings for ‘Myself as I usually am’ were averaged
across all constructs. This rating represents how similar (higher average rating,
maximum rating = 5) or dissimilar (lower average rating, minimum rating = 0) the
participants perceive these elements to the positive pole of the personal constructs.
This measure enables comparisons between the various elements in terms of the
personal constructs. For example, if comparing ‘future self’ with a rating of 4.50 and
‘past self’ with a rating of 3.20, the ‘future self’ was perceived by the participant as
being more similar to the positive pole of the personal constructs (i.e., caring, happy,
honest) than the past self.
The generation of distance measures between the various grid elements involved
looking at the distance between one element across a number of constructs and
another element across the same number of constructs. An example is, the distance
between ‘Myself as I usually am’ (‘usual self’) across all constructs and ‘My ideal
self’ (‘ideal self’) across all constructs. These distance measures are derived from
Euclidean distance analyses, which determine dissimilarity between specific
elements on the basis of the given constructs. Using other distance measures (e.g.,
city-block) can provide misleading representations among the variables, especially
when used for exploratory analysis (e.g., multidimensional scaling, discussed in
Section 4.5.4; Borg & Groenen, 2005). The Euclidean distance measure enables a
comparison of how similar (the smaller the distance) or dissimilar (the larger the
distance) the participants perceived their ‘usual self’ and each of the other elements.
For example, if the distance between their ‘usual self’ and their ‘best self’ was 2.5
and the distance between their ‘usual self’ and ‘ideal self’ was 4.2, participants
perceived their ‘best self’ as more similar to their ‘usual self’ than their ‘ideal self’.
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4.5.2. Co-variates and assumptions
Data were analysed to identify whether any of the demographics and scores on the
repertory grid and questionnaires were statistically related. A brief overview will be
given here, however for further detail please refer Appendix L. The covariates were
determined through identification of the differences between the groups (i.e., Group
1, 2 and 3) in terms of the demographics, refer to Section 4.3. The demographics that
were statistically significantly different between the groups (see Table 13) were then
analysed to determine if there were any relationships between the demographics and
the questionnaires and repertory grids, these demographics would be accounted for,
as covariates, in the proceeding analyses (See Appendix L for complete list of
covariates).
The data were analysed to determine if they met the required assumptions for
parametric analysis (e.g., normality, homogeneity of variance). Those questionnaires,
average element ratings and distance measures that failed to meet the assumptions of
the parametric test for both cross-sectional and longitudinal data are outlined in
Appendix N.
4.5.3. Calculation of change scores for the questionnaires and self-discrepancy
To calculate changes in the variable scores in each of the questionnaires and the selfdiscrepancy (usual self – ideal self distance, described fully in Chapter 5 and 6) over
12 months (Time 1 to Time 2) residual gains were computed through regression
analyses. The residual gains enabled the actual change to be identified as initial
(Time 1) scores in the questionnaires and self-discrepancy are accounted for by the
regression analysis. The standardised residual gains were calculated for selfdiscrepancy, distance measures between ‘myself as I usual am’ and ‘family’ and
‘support group’, and the questionnaires. These standardised residuals were used to
investigate the relationship between changes in distance measures and changes in the
questionnaires over time.
4.5.4. Internal processes of identity
For the cross-sectional study and longitudinal study (at both Time 1 and Time 2) the
elements were analysed to determine if there were any differences between how the
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participants rated them. For example, was there a difference in how the participants
rated their ‘usual self’ compared to how they rated their ‘past self’. Therefore,
ANOVAs (with Bonferroni adjustments) or ANCOVAs (for the data with covariates;
Appendix L) were conducted. These same analyses were used to identify if there
were any significant differences in the distance measures between ‘Myself as I
usually am’ and the other elements. For example, was there a significant difference
between the distance measure of ‘usual self’ and ‘ideal self’ and the distance measure
of ‘usual self’ and ‘loved one’?
In the longitudinal study changes in the average element ratings from Time 1 to Time
2 (longitudinal study), were identified by conducting either a repeated measures
ANOVA or ANCOVA (for the data with covariates; Appendix L), to identify
differences over 12 months. This analysis was also conducted for the distance
measures to identify differences over 12 months.
Multidimensional scaling (MDS) was used to locate and plot the average elements
and as similarity and dissimilarity indices spatially in two dimensions. The MDS was
also completed with the distance measures. MDS was employed to help identify the
structure, using the indices measures, among each of the average element ratings or
the distance measures. Those elements or distance measures that are spatially close
are judged as similar and those that are distant are judged as dissimilar (Borg &
Groenen, 2005). This method of identifying the relationships spatially between the
elements or distance measure is preferred to a correlation or factor analysis. A
correlation only looks at the relationship between two variables (Field, 2009) and a
factor analysis reduces a large number of variables down to a few (Field, 2009), both
view the variables in one dimension. However, MDS explores the relationship
between all the variables at one time, over a number of dimensions. MDS is also
preferable to t-tests and ANOVAs as these analyses look for differences between two
or more variables around the mean in one dimension (Field, 2009).
MDS provides a badness-of-fit measure, stress. The stress value is impacted by the
number of dimensions (more dimensions, less stress) and the number of variables
(more variables, more stress; Sturrock & Rocha, 2000). The ‘stress evaluation table’
(Sturrock & Rocha, 2000) was used to identify if the MDS produced stress levels that
were greater than a 1% chance of being random. MDS also provides a goodness-of87

fit measure, squares correlation measure (RSQ). RSQ is a measure of the proportion
of variance accounted for, the closer to 1 the more of the variance is accounted for by
the MDS (Kivlighan & Quigley, 1991). It is important to distinguish the difference
between MDS and repeated measures ANOVA or ANCOVAs. The repeated
measures ANOVA or ANCOVAs examine the differences between the various
elements or usual-self-element distances based on the means (Field, 2009). However,
the MDS examines the relationship between all the various elements or usual-selfelement distances based on the measures (indices) of similarity or dissimilarity (Borg
& Groenen, 2005). That is, how each index is located in relation to every other index.
4.5.5. Identity and recovery
Correlation analyses were conducted to identify if there was a relationship between
self-discrepancy (usual self – ideal self distance) and the scores obtained in the
questionnaires. These analyses were conducted for both the cross-sectional study and
longitudinal study (using residual gain scores). The correlations were either
Pearson’s (parametric), Spearman’s (non-parametric) when the data failed to meet
the assumptions required for a parametric analysis, or partial correlations for those
questionnaires with covariates (Appendix L). If the correlations between selfdiscrepancy and the scores obtained in the questionnaires were statistically
significant, linear regressions were conducted on those variables with covariates for
the cross-sectional analyses and hierarchal multiple regression analyses (HMRA)
were conducted for the longitudinal analyses. The linear regressions were used to
determine if self-discrepancy was significantly able to predict scores in the
questionnaires, when controlling for covariates. HMRA were used to determine if the
changes in self-discrepancy are significantly able to predict changes in the scores in
the questionnaires. The HMRA was conducted in 2 steps: step 1 included change in
self-discrepancy as the predictor variable; step 2 included change in self-discrepancy
as the predictor variable along with covariates.
For the longitudinal study, changes in the variable scores in each of the
questionnaires (hope, well-being, caregiving experiences, grief and recovery), from
Time 1 to Time 2 were analysed using either a repeated measures ANOVA or an
ANCOVA. An ANCOVA was performed when there were covariates interacting
with the data from the questionnaires (Appendix L).
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4.5.6. Family, support group and identity
Correlation analyses were conducted to identify if there were relationships between
the ‘usual self’ and ‘family’ (US-family) distance and questionnaire related to family
(i.e., FACES IV). These same analyses were conducted to identify if there was a
relationship between ‘usual self’ and ‘support group’ (US–support group) distance
and questionnaires related to the support group (i.e., TFI-SF) and family (i.e.,
FACES IV). These analyses were conducted for both the cross-sectional study and
longitudinal study (using residual gain scores). The correlations were either Pearson
(parametric), Spearman (non-parametric) when the data failed to meet the
assumptions required for a parametric analysis, or partial correlations for those
questionnaires with covariates (Appendix L).
If statistically significant relationships were identified from the above correlations
then a series of hierarchal multiple regression analyses (HMRA) was conducted to
identify whether self-discrepancy was able to moderate the relationship between the
family and the support group. The HMRA comprised of the main effects of selfdiscrepancy and either ‘US–family’ distance, ‘US–support group’ distance measures,
TFI or FACES IV (Step 1) and the moderation term used in the analysis was an
interaction between self-discrepancy and either US–family distance, US–support
group distance, TFI or FACES IV (Step 2). Bonferroni adjustments were made due
to multiple comparisons for these statistical tests.
In the longitudinal study, changes in the variable scores in each of the questionnaires
(i.e., FACES IV and TFI-SF) and the repertory grid distance measures of ‘USfamily’ and ‘US-support group’, from Time 1 to Time 2 were analysed using either a
repeated measures ANOVA or an ANCOVA. An ANCOVA was performed when
there were covariates interacting with the variables measured by some of the
questionnaires (Appendix L).
4.5.7. Interview data
All interviews were transcribed verbatim, these transcripts were analysed using
Leximancer (ver. 3.5, www.leximancer.com); Leximancer is a semi-automatic
content analysis research tool. The information extracted from the analysis is
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displayed visually via a conceptual map, which indicates the main concepts and how
they are related (Leximancer Manual, 2010). As defined in the Leximancer Manual
(2010) concepts “are collections of words that generally travel together throughout
the text” (p. 9). For example the concept of ‘mother’ may appear often with the
words ‘grand’ or ‘in-law’. The map is interactive which allows the user to investigate
each concept, their associations to each other, and links to the original text.
Leximancer is also able to be customised by a user who is knowledgeable in the
particular area, where specific concepts can be defined and explored. Therefore,
Leximancer is able to provide a way “of quantifying and displaying the conceptual
structure of the text” (Leximancer Manual, 2010, p. 5).
Due to the open-ended nature of the interview questions, participants who were more
articulate added more to the data set (transcripts), from which the concepts and
themes are derived, than those who had difficulty in expressing themselves (Chien, et
al., 2006). Therefore, a few participants may have had more of an influence over the
concepts and themes than less articulate participants. As a result, a process of
validating the findings was required. The validation of the findings from the
interviews can be achieved through providing the participants with the data to enable
them to confirm whether the findings were valid and credible (Miles & Huberman,
1994, as cited by Chien, et al., 2006). This validation process was completed with
the trained counsellors and a small sample of participants from the Salvation Army,
Wollongong.
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CHAPTER 5:
IDENTITY,
RECOVERY, FAMILY &
SUPPORT GROUP
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The purpose of the cross-sectional study was to identify what relationships exist
between family members’ personal identities and their recovery from having a loved
one who has a SU and/or a MH disorder. Initially, the focus was on the internal
processes of identity, in terms of how similar or dissimilar family members perceived
their different selves (e.g., past self, future self) and others (e.g., family, loved one).
Self-discrepancy and how it relates to recovery was then investigated. Finally, there
was an examination of the family and support group in relation to recovery and the
role of self-discrepancy in that relationship. This chapter comprises of the theoretical
connections, previous research and the findings of the cross-sectional study. These
findings are further elaborated on in the chapters related to the longitudinal study
(Chapters 6, 7 and 8) which identify if these relationships change over time.
Having a loved one with a SU and/or MH disorder has a major impact on how family
members perceive their loved one (see Section 2.1). It is often described as a
traumatic event, where family members felt like they were losing themselves (Karp
& Tanarugsachock, 2000; Tedeschi & Calhoun, 2004). A multidimensional view of
the self (e.g., usual self, ideal self, best self) provides family members the
opportunity to view or act differently in various situations. The usual self is how
family members have perceived themselves in the past month. The ‘ideal self’
embodies the positive personal characteristics that family members would like to
have (Zentner & Renaud, 2007). The ‘best self’ is how family members perceived
themselves when they are at their best, a stepping stone towards their ideal self
(Roberts, Dutton, Spreitzer, Heaphy, & Quinn, 2005). Self-discrepancy (Higgins,
1987) is an inconsistency in how a person views his or her usual self and his or her
ideal self. It is expected that there will be differences in how family members will
rate their different selves (e.g., past self, future self) and others (e.g., loved one,
family). It is also expected that there will be differences in how similar family
members perceive their ‘usual self’ in relation to their ‘different selves’ (e.g., best
self, ideal self) and ‘others’ (e.g., support group, loved one). It is anticipated that
family members will rate their ‘ideal self’ as most similar to the positive personal
constructs (Zentner & Renaud, 2007). Family members will also perceive their ‘best
self’ as most similar to their ‘usual self’ (Roberts, et al., 2005). It is also anticipated
that family members will rate their ‘loved ones’ as least similar to the positive
personal constructs and least similar to their ‘usual self’, as when loved ones are
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affected by a SUD their sole focus is on the substance and this impacts their
relationships with others (American Psychiatric Association, 2000; Kennard, 1974).
The effect of caring for a loved one with a SU and/or MH disorder can influence or is
influenced by personal identity (see Section 3.1). This influence has been shown in
studies related to stigma (e.g., Corrigan & Miller, 2004), grief (e.g., Oreo & Ozgul,
2007), well-being (e.g., Karp & Tanarugsachock, 2000), as well as growth and
empowerment (e.g., Lewis, et al., 2004). When people perceive themselves as being
similar to their ‘ideal self’, that is the distance (as measured on the repertory grid,
Section 4.4.9) between their ‘usual self’ and ‘ideal self’ decreases; there is a decrease
in self-discrepancy (Higgins, 1987).

It is expected that there is a relationship

between self-discrepancy and processes of recovery (e.g., stigma, grief, hope, wellbeing).
Interpersonal relationships are a vital component of recovery and ‘Personal and
Relational Empowerment’. Both intrapersonal and interpersonal relationships are
required to enable people to satisfy their ‘needs’ and move towards self-actualisation
(refer to Section 2.6).The most prominent interpersonal relationships that the family
members have are those within their family and the support group. When family
members feel part of the group (either family or support group), and the group
qualities are important to them, they perceive the group as similar to themselves
(Bollen & Hoyle, 1990; Hogg, 1993). In this way the similarity (distance) measure
can be viewed as part of cohesion. Studies have also shown that there are benefits for
families who attend support groups, such as increases in flexibility and cohesion
(e.g., Chiquelho, Neves, Mendes, Relvas, & Sousa, 2011; Hagen, Ogden, &
Bjørnebekk, 2011). Therefore, it is expected that there is a relationship between the
scores obtained in the Family Adaptability and Cohesion Evaluation Scale IV
(FACES IV; family questionnaire) and Therapeutic Factors Inventory-SF (TFI-SF;
support group questionnaire) and how the participants perceived their ‘usual self’ in
relation to their ‘family’ and ‘support group’. It has been suggested that membership
in a support group enables family members attending to validate their identity. As
family members focus on themselves they may evaluate their relationships both
within and outside the family (Elliot, 2008; Keyes, et al., 2008; Tedeschi & Calhoun,
2004). However, it was not ascertained whether this crossed over into the family
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(Chien, et al., 2006). Therefore, it is expected that the participants self-discrepancy
will moderate the relationship between the similarity of their ‘family’ or the ‘support
group’ to their ‘usual self’ and family (FACES IV) and support group (TFI-SF)
functioning.
Research question and hypotheses (refer to Section 1.5):
1. How similar or different do family members perceive themselves and others in
regards to the personal constructs?
a) Participants will rate their ‘ideal self’ (average ideal self) as most similar to
the positive pole of the personal constructs.
b) Participants will rate their ‘loved one’ (average loved one) as least similar to
the positive pole of the personal constructs.
c) Participants will rate their ‘best self’ as most similar to their ‘usual self’
(usual self – best self distance).
d) Participants will rate their ‘loved one’ as most dissimilar to their ‘usual self’
(usual self – loved one distance).
4. What are the relationships between:
a) each of the various element ratings (e.g., ‘future self’, ‘family’) and
b) each of the ‘usual self’ – element distance measures (e.g., ‘usual self – future
self’ distance, ‘usual self –family’ distance)
in terms of similarity and dissimilarity to each other?
5. What is the relationship between identity (self-discrepancy) and other processes
associated with recovery, such as, grief, coping, well-being and stigma?
a) As the participants perceive themselves as more similar to their ideal self
(decrease in self-discrepancy) there will be increases in hope, well-being,
positive caregiving experiences and recovery.
b) As the participants perceive themselves as more similar to their ideal self
(decrease in self-discrepancy) there will be decreases in grief and negative
caregiving experiences.
c) Self-discrepancy will predict the scores in hope, well-being, positive
caregiving experiences, recovery, grief and negative caregiving experiences.
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8. What is the relationship between how family members perceive their families and
the support groups?
a) As the participants perceive themselves as more similar to their family (usual
self – family distance decreases) there will be an increase in how flexible and
cohesive they perceive their family.
b) As the participants perceive themselves as more similar to their support group
(usual self – support group distance decreases) there will be an increase in
how therapeutic they perceive the support group.
c) As the participants perceive themselves as more similar to their support group
(usual self – support group distance decreases) there will be an increase in
how flexible and cohesive they perceive their family.
d) As the participants perceive themselves as more similar to their ideal self
(decrease in self-discrepancy) this will moderate the relationship between the
similarity of their family or the support group to themselves and family
(FACES IV) and support group (TFI-SF) functioning.
5.1. Procedures for the Cross-Sectional Study
Seventy seven participants were recruited from a variety of service providers as
described in Section 4.1. The questionnaire package (Appendices B, E, F, G & J) and
consent forms (Appendix D) were posted to the participants. Participants were
required to complete and returned the questionnaire package and consent forms to
the researcher; via the post in a prepaid envelope. The questionnaires and the
elements for the ‘provided’ repertory grid, as described in Section 4.3, were placed in
random order. The repertory grid was also placed either before or after the
questionnaires, therefore reducing ordering effect bias. The ordering effect bias
occurs where earlier items in the questionnaire package may create an expectation on
which subsequent response may be based (Siminski, 2008). For example, completing
a question based on grief (e.g., ‘I had to give up a great deal to be a caregiver’) may
influence how the participants respond to a question based on hope (e.g., ‘Right now,
I see myself as being pretty successful’); focussing on the ‘ideal self’ may influence
how they rate their ‘loved one’; and filling out the questionnaires first may trigger
specific emotions or thoughts that may impact the way participants rate the elements
on the repertory grid and vice versa.
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5.2. Analysis of Data
A full explanation of the analyses was provided in Section 4.5. In brief, ANOVAs
(with Bonferroni adjustments) or ANCOVAs (for the data with covariates; Appendix
L) were conducted to determine if there were any differences between how the
participants rated the elements and the distance measures between ‘Myself as I
usually am’ and the other elements. These analyses allowed Hypotheses 1a to 1d to
be answered. Multidimensional scaling (MDS) was used to plot the average element
ratings (e.g., ‘future self’, ‘usual self’, ‘family’) as similarity and dissimilarity
indices spatially in two dimensions. MDS was also completed for the distance
measures (e.g., ‘usual self – best self’ distance, ‘usual self – loved one’ distance).
The analyses of the various MDS outputs enabled a response to Research Question 4.
Correlation analyses (Pearson’s, Spearman’s or partial correlations; Appendix L)
were conducted to identify relationships between self-discrepancy (usual self – ideal
self distance) and the scores obtained on the questionnaires related to the recovery
processes. Hypothesis 5a and 5b were tested by these analyses. Where correlations
which were statistically significant, linear regressions were conducted to determine if
self-discrepancy was able to predict scores in those questionnaires influenced by
covariates. These analyses facilitated a response to Hypothesis 5c.
Correlation analyses (Pearson’s, Spearman’s or partial correlations; Appendix L)
were conducted to identify if there were relationships between the ‘usual self’ and
‘family’ distance and the Family Adaptability and Cohesion Evaluations Scale IV
(i.e., family questionnaire; FACES IV). These same analyses were conducted to
identify if there was a relationship between ‘usual self’ and ‘support group’ distance
and the Therapeutic Factors Inventory –Short Form (i.e., support group
questionnaire; TFI-SF) and FACES IV. This enabled Hypotheses 8a to 8c to be
tested. A series of hierarchal multiple regression analyses (HMRA) were conducted
to identify whether self-discrepancy was able to moderate the relationship between
the family and the support group; therefore, testing Hypothesis 8d.
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5.3. Results
Internal processes of identity
5.3.1. How similar or different do family members perceive themselves and others
in regards to the personal constructs?
5.3.1.1.

Ratings of different selves and others

Descriptive statistics for the average element ratings across all constructs are
provided in Table 14. The larger the average element rating the more the participants
perceived that element as being like the positive pole of the personal constructs; they
thought this element as being more caring, strong, happy, confident (see Appendix
J). Participants perceived their ‘ideal self’ as being most similar and their ‘loved one’
as being least similar to the positive pole of the personal constructs. That is, the
participants perceive their ‘ideal self’ as more loving, helpful, honest than their
‘loved one’ who was rated as being more uncaring, unhelpful, dishonest (refer to
Table 14).
Table 14
Descriptive Statistics for the Average Element Ratings Across all Constructs
Element

Mean

SD

‘Me as I would ideally like to be’ (Ideal Self)

4.74

.34

‘Me as I ought to be’ (Ought Self)

4.60

.38

‘Myself as I will be in 12 months time’ (Future Self)

4.36

.62

‘The support group’ (Support Group) a

4.16

.63

‘My best self’ (Best Self)

4.05

.69

‘Myself as I used to be’ (Past Self)

3.83

.74

‘Myself as I usually am’ (Usual Self)

3.79

.54

‘My family’ (Family)

3.42

.69

‘My loved one’ (Loved one)

2.63

.93

Note. n=76; an=68

The MDS solution for the average element ratings across all constructs (Figure 5)
yielded a stress of .011 and a squares correlation measure (RSQ) of .9995, for a two
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dimensional model, suggesting an excellent fit of the model to the data (see Section
4.5.4). Dimension 1 can be interpreted as measuring how much the element reflects
the positive pole of the personal constructs. For example the ‘ideal self’ (is_1)
reflects the positive pole of the personal constructs more (i.e., strong, happy,
confident) where ‘loved one’ (lo_1) reflects more of the negative pole of the personal
constructs (i.e., weak, sad, shy). This dimension replicates the ranks in the average
rating across all constructs (Table 14). The ‘best self’ (bs_1) and ‘past self’ (ps_1)
are comparable along this dimension; the participants are able to perceive similarities
in these identities in terms of the personal constructs.
Dimension 2 has the ‘past self’ at one end and located far from all the other average
element ratings and the ‘best self’ at the other end of the dimension clustered near all
the other average element ratings. This suggests that dimension two reflects the
current struggles that the participants are having with their identity. The ‘past self’
reflects life prior to their loved ones SU and/or MH disorder, the participants are able
to clearly distinguish this identity from all the others as it has it has been enacted in
the past. The ‘best self’ and all the other elements are currently interacting with each
other, the participants may be trying to separate or gain an understanding of these
identities.
ANOVA or ANCOVAs (for the data with covariates; Appendix L) were conducted
to identify if there were significant differences in the average element ratings.
Mauchly’s test indicated that the assumption of sphericity had been violated (χ2 =
172.20, p < .000); therefore, the degrees of freedom were corrected using
Greenhouse-Geisser estimates of sphericity. The results indicated that there were
statistically

significant

differences

between

the

average

element

ratings,

F(4.48,286.53) = 4.48, p = .000, partial 𝜂2 = .07. Post-hoc testing revealed that the
‘ideal self’ (p < .05 for all elements) and ‘loved one’ (p < .001, for all elements) were

significantly different to all other average element ratings. In Figure 5, the elements
which were perceived as similar are enclosed within a loop (e.g., ‘future self’ and
‘ought self’). The elements ‘ideal self’ and ‘loved one’ had no overlap with any other
elements as they are significantly different. This finding supports Hypothesis 1a and
1b.
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Figure 5. Multidimensional scaling plot of the average element ratings displaying: a)
two-dimensional relationships and b) significant similarities (indicated by the loops)
and differences. bs_1 = best self; f_1 = family; fs_1 = future self; is_1 = ideal self;
lo_1 = loved one; os_1 = ought self; ps_1 = past self; sg_1 = support group; us_1 =
usual self.
5.3.1.2.

Similarity to their usual self

The descriptive statistics for the distance measures between the element ‘Myself as I
usually am’ and all other elements are presented in Table 15. The smaller the mean
distance value for an element, the more similar the participants perceived that
particular element to their ‘usual self’. Participants perceived their ‘best self’ as most
similar to, and their ‘loved one’ as least similar to, themselves as they usually are.
That is, participants perceived their ‘best self’ (themself when they are at their best)
as being most similar to how they perceived their ‘usual self’ (how they view
themselves over the past month). Participants perceived their ‘loved one’ (the person
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who has a SU and/or MH disorder) as being least similar to how they perceived their
‘usual self’ (refer to Table 15).
Table 15
Descriptive Statistics for the Distance Measures Between the Element ‘Myself as I
usually am’ and all Other Elements
Element

Mean

SD

‘My best self’ (US-Best Self)

2.82

1.53

‘Myself as I used to be’ (US-Past Self )

3.36

1.84

‘Myself as I will be in 12 months time’ (US-Future Self)

3.46

1.58

‘The support group’ a (US-Support Group)

3.56

1.43

‘My family’ (US-Family)

3.62

1.46

‘Me as I ought to be’ (US-Ought Self)

4.05

1.77

‘Me as I would ideally like to be’ (US-Ideal Self)

4.30

1.66

‘My loved one’ (US-Loved one)

5.55

1.80

Note. n=76; an=68

The MDS plot for the distance measure between ‘Myself as I usually am’ and all
other elements (Figure 6) yielded a stress of .012 and an RSQ of .9993, for a two
dimensional model, suggesting an excellent fit of the model to the data. Dimension
one is a measure of similarity to their ‘usual self’, that is how much the participant
perceived a particular element as being similar to their ‘usual self’. This reflects the
ranks in the distance measures between ‘Myself as I usually am’ and other elements
(Table 15). The participant perceived their ‘best self’ as most similar to their ‘usual
self’ (US_BS_1); they perceived these two elements share a similar rating on the
personal constructs. The participants perceived their ‘loved one’ as least similar to
their ‘usual self’ (US_LO_1); they perceived these two elements as having different
ratings on the personal constructs. How similar they perceived themselves to their
‘family’ (US_F_1) lies between these two extremes. The ‘ideal self’ (US_IS_1) and
‘ought self’ (US_OS_1) are perceived as being more alike in terms of how they are
perceived in comparison to their ‘usual self’ in relation to the personal constructs.
The same can be said for the ‘support group’ (US_SG_1) and ‘future self’
(US_FS_1).
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Dimension two has the distance between ‘US-past self’ (US_PS_1) at one end and
the distance between ‘US-family’ and ‘US-best self’ at the other end of the
dimension, with the other distance measures clustered near each other in the middle.
Dimension two may reflect the notion of interaction that is, the type of interaction
(e.g., communicates, thinks about, day to day interaction with) that the participants
‘usual self’ has with the other elements. The participants may have perceived their
‘usual self’ as interacting differently (e.g., less time thinking about their ‘past self’)
with their ‘past self’ when compared to their ‘best self’ and ‘family’. As the ‘past
self’ is a reflection of their past identity and their ‘best self’ and ‘family’ reflect more
day to day interactions (e.g., participants may think about and communicate more
with their ‘best self’ and ‘family). The participants perceived similar interactions
between the ‘support group’ ‘future self’ and ‘loved one’ as well as between their
‘ideal self’ and ‘ought self’. However, these two groups were different in the type of
interactions they perceived the ‘usual self’ having with them. The ‘ideal self’ and
‘ought self’ may reflect a preferred type of interaction where the ‘support group’,
‘future self’ and ‘loved one’ may reflect the current interaction that their ‘usual self’
has and what they perceive occurring for the next 12 months.
ANOVA or ANCOVAs (for the data with covariates; Appendix L) were conducted
to identify if there were significant differences in the distance measures between
‘Myself as I usually am’ and all other elements (US-elements). Mauchly’s test
indicated that the assumption of sphericity had been violated (χ2 = 131.50, p = .000);
therefore, the degrees of freedom were corrected using Greenhouse-Geisser estimates
of sphericity. The results indicated that there were no significant differences in the
distance measures between the US-elements, F(4.97, 317.97) = 1.93, p = .09, partial
𝜂2 = .03; however, there was a trend suggesting there may be some differences. Posthoc test revealed that ‘US-loved one’ (p < .001, for all elements; US) was

significantly different to all other US-element distances. In Figure 6, the distance
measure of ‘US-loved one’ (US_LO_1) showed no overlap with any other distance
measure as they are perceived as significantly different. This difference provides
partial support for Hypothesis 1d. The distance measure of ‘US-best self’ (US_BS_1)
was significantly different to all other distance measures of US-element (all p’s <
.05), except for ‘US-past self’ (US_PS_1). In Figure 6, the US-element distances
which are similar are enclosed within a loop; for example, ‘US-best self’ and ‘US101

past self’ represents that the participants perceive their ‘best self’ and ‘past self’ as
being a similar distance from their ‘usual self’. This does not provide support for
Hypothesis 1c.

Figure 6. Multidimensional scaling plot of the distance measures of ‘myself as I
usually am’ (us) and all other elements displaying: a) two-dimensional relationships
and b) significant similarities and differences. US_BS_1 = US-best self distance;
US_F_1 = US-family distance; US_FS_1 = US-future self distance; US_IS_1 = USideal self distance; US_LO_1 = US-loved one distance; US_OS_1 = US-ought self
distance; US_PS_1 = US-past self distance; US_SG_1 = US-support group distance.
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Identity and recovery
5.3.2. What is the relationship between identity (self-discrepancy) and other
processes associated with recovery, such as, grief, coping, well-being and
stigma?
5.3.2.1.

Positive impacts on recovery

The mean and standard deviations for the subscales of the State Hope Scale (SHS)
are presented in Table 16. The SHS measures state hope, which is dependent on
current circumstances; therefore, the scores obtained can fluctuate. There is no
normative or comparative data in which the scores from this study can be evaluated
(Hansen, n.d.). The scores for the pathways and agency subscales range from 3-24;
the mean scores suggest that participants were relatively determined and had a
variety of approaches (i.e., can perceive multiple pathways) in how they achieved
their goals. The scores for total hope range from 6-48; the mean score suggests that
participants were hopeful in terms of achieving their goals.
Table 16
Descriptive Statistics of the SHS
Subscale and total

Mean

SD

Pathway

17.34

4.26

Agency

15.79

5.40

Total Hope

33.13

8.93

Note. N=77

The total hope and the subscales did not meet the assumption of normality (Appendix
N); therefore, non-parametric correlations were conducted to identify whether there
were relationships between self-discrepancy and the subscales of the SHS.
Significant relationships between self-discrepancy and the SHS and subscales were
identified. The subscales of pathway, rs(76) = -.60, p = .000; and agency, rs(76) = .65, p = .00; as well as total hope, rs(76) = -.68, p = .000, all had significant
correlations with self-discrepancy. Therefore, the more participants perceived
themselves as more similar to their ideal selves the more perceived a variety of ways,
were more determined and were overall more hopeful in achieving their goals.
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The means and standard deviations for the Mental Health Continuum – Short Form
(MHC-SF) are presented in Table 17. Lamers et al. (2011) evaluated the
psychometric properties of the MHC-SF where the descriptive data is evaluated in
terms of the average item score. Therefore, to compare the data in this study, each of
the mean scores was divided by the number of items in each subscale. The average
item scores in this study for Emotional well-being (3.36), Social well-being (2.44),
Psychological well-being (3.30) and Total well-being (3.01) were lower than those
found in the general population (Emotional well-being = 4.67; Social well-being =
3.33; Psychological well-being = 4.18; Total well-being = 3.98; Lamers, Westerhof,
Bohlmeijer, ten Klooster, & Keyes, 2011).
Table 17
Descriptive Statistics of the MHC-SF
Subscale and total

Mean

SD

Emotional well-being (EWB)

10.09

3.35

Social well-being (SWB)

12.19

5.73

Psychological well-being (PWB)

19.82

6.99

Total well-being (TWB)

42.10

14.25

Note. N=77

The MHC-SF subscales of EWB did not meet the assumption of normality
(Appendix N). Therefore, a non-parametric Spearman’s correlation was conducted to
identify whether there was a relationship between self-discrepancy and EWB. All
other subscales and total met the assumptions required for Pearson’s correlation.
Significant relationships between self-discrepancy and the subscales of EWB, rs(76)
= -.58, p = .000); SWB, r(70) = -.51, p = .000; PWB, r(73) = -.58, p = .000; as well
as TWB, r(73) = -.62, p = .000, were observed. Linear regressions determined that
self-discrepancy was able to significantly predict those subscales and total with
covariates SWB, R = .56, R2 = .29, F(3,70) = 10.88, p = .000, ∆R2 = .05, p = .107 for
years of SUD and age of participant; PWB, R = .58, R2 = .34, F(2,73) = 18.94, p =
.000, ∆R2 = .01, p = .362 for years of SUD; and TWB, R = .63, R2 = .38, F(2,73) =
23.76, p = .000, ∆R2 = .01, p = .248 for years of SUD. As the participants selfdiscrepancy decreased there was an increase in their happiness, interest and
satisfaction with life, in the amount they felt they belonged and contributed to
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society, B = 10.50, SEB = 4.74, 𝛽 = -.49, p = .000, 95% CI [-2.43 to -1.03], in the

amount of confidence about themselves, their relationships and the meaning life has,

B = 28.07, SEB = 3.01, 𝛽 = -.58, p = .000, 95% CI [-3.23 to -1.64], and their overall
well-being, B = 59.52, SEB = 5.90, 𝛽 = -.62, p = .000, 95% CI [-6.88 to -3.75].

The means and standard deviations for the Family Recovery Measure (FRM) are
outlined in Table 18. Grief scores range from 0 to 8 where higher scores suggest that
the participants are experiencing less feelings of loss for their loved one’s potential,
emotional pain and conflict within the family, and of the relationship that they could
have had with their loved one. Individuation scores range from 0 to 9 where higher
scores suggest that participants are able to focus on themselves by developing new
interests, living the life they wish to live, allowing their loved one to take
responsibility for themselves and not making their loved one the sole focus of their
life. Interpersonal scores range from 0 to 8 where higher scores suggest that
participants have a positive image of themselves, with new hopes and dreams not
only for themselves but for others in their family, have a balance between themselves
and other family members, are able to express themselves within the family and are
able to socialise and help others in similar situations. Total FRM scores range from 0
to 25 where higher scores suggest that the participants are more advanced in their
recovery in that they have less grief, are able to separate themselves from their loved
one and have quality interpersonal relationships. The participants in this study had
very high levels of grief and moderate levels of individuation from loved one, in the
quality of their interpersonal relationships and overall recovery.
Table 18
Descriptive Statistics of the FRM
Subscale and total

Mean

SD

Grief

1.97

2.09

Individuation

5.12

2.92

Interpersonal

5.70

2.12

12.79

5.90

Total FRM
Note: n=73
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The FRM subscales of Grief and Individuation did not meet the assumption of
normality (Appendix N). Therefore, non-parametric Spearman’s correlations were
conducted to identify whether there was a relationship between self-discrepancy and
these subscales. The subscale of Interpersonal and Total FRM did meet the
assumptions required for a parametric Pearson’s correlation. It was found that there
was a significant relationship between self-discrepancy and the FRM and subscales
Grief, rs = -.39, p = .000; Individuation, rs(70) = -.43, p = .000; Interpersonal,
rab.c(64) = -.57, p = .000; Total FRM, r(70) = -.56, p = .000. Linear regressions
determined that self-discrepancy was able to significantly predict Interpersonal, R =
.64, R2 = .41, F(3,64) = 14.59, p = .000, ∆R2 = .15, p = .001, for living and contact
with loved one, which was the only subscale with covariates. As the participants selfdiscrepancy decreased they experienced less loss in regards to the impact on
themselves and their family, an increase individuation in that they were not as
preoccupied with their loved one and the influence they have had on their lives, an
increase in the amount of contact with others and their ability to freely express
themselves in those context, B = 11.36, SEB = 1.55, 𝛽 = -.53, p = .000, 95% CI [-1.26
to -0.59], and their overall recovery.

The means and standard deviations for the Experiences of Caregiving Inventory
(ECI) positive subscales and total are outlined in Table 19. A number of studies have
investigated caregiving experiences of those caring for people experiencing first
episode psychosis (Addington, Coldham, Jones, Ko, & Addington, 2003) and those
caregivers caring for people experiencing schizophrenia (Szmukler, Herrmans,
Colusa, Benson, & Bloch, 1996). Rewarding personal experiences (RPE) subscale
scores range from 0 to 32 where higher scores indicate that participants experience
more positive aspects about themselves and their interactions with others. Good
aspects of the relationship (GAR) subscale score range from 0 to 24 where higher
scores indicate that participants were experiencing a more positive relationship with
their loved one. The mean scores obtained in this study were higher for RPE and
lower for GAR when compared to those caring for first episode psychosis (RPE-15.8
and GAR-14.1; Addington, et al., 2003) and schizophrenia (RPE-16.3 and GAR12.8; Szmukler, Herrmans, et al., 1996). Positive caregiving experiences (PCE)
subtotal scores range from 0 to 56 where higher scores suggest that the participants
were experiencing more positive caregiving experiences.
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Table 19
Descriptive Statistics of the ECI Positive
Subscale/Total

Mean

SD

Good Aspects of the Relationship (GAR)

11.47

6.06

Rewarding Personal Experiences (RPE)

18.64

6.51

Positive Caregiving Experiences (PCE)

30.11

10.69

Note. N=77

The ECI positive subscales and subtotal PCE met the assumptions required for a
parametric Pearson’s correlation (Appendix N). Significant relationship between
self-discrepancy and the subscales of GAR, r(73) = -.29, p = .014, and PCE, r(71) = .25, p = .033. However, no significant correlation was found with the ECI subscale
of RPE (p = .140). It was found, through linear regression, that self-discrepancy was
able to significantly predict GAR, R = .62, R2 = .38, F(3,70) = 14.34, p = .000, ∆R2 =
.30, p = .000, when controlling for the covariates of how often the participant had
contact with their loved one and how long they have been attending a family
program. As the participants self-discrepancy decreased they experienced a more
positive relationship with their loved one, B = 21.63, SEB = 1.87, 𝛽 = -.24, p = .014,

95% CI [-1.54 to -0.18], when controlling for contact with their loved one, 𝛽 = -.44,

p = .000, 95% CI [-3.43 to -1.30], and how long they attended a family program, 𝛽 =

-.22, p = .033, 95% CI [-.1.62 to -0.07]. Self-discrepancy was also able to

significantly predict PCE, R = .40, R2 = .16, F(2,71) = 6.79, p = .002, ∆R2 = .09, p =
.007, when controlling for how often the participant had contact with their loved one.
As the participants self-discrepancy decreased there was an increase in the amount of
positive caregiving experiences, B = 42.29, SEB = 0.70, 𝛽 = -.24, p = .033, 95% CI [2.93 to -0.13], when controlling for contact with their loved one, 𝛽 = -.30, p = .007,
95% CI [-4.92 to -0.79].

These results, in regards to the positive impacts on recovery and self-discrepancy,
partially support Hypothesis 5a and 5c. As the participants self-discrepancy
decreased there was an increase in hope, well-being, positive caregiving experiences
and recovery. No relationship between self-discrepancy and ECI positive subscale of
RPE was found, suggesting that as participants move towards their ‘ideal self’ there
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is no change in how they perceive themselves and their interactions with others in
relation to rewarding personal experiences in the ECI.
5.3.2.2.

Negative impacts on recovery

The means and standard deviations for the ECI negative subscales and Negative
Caregiving Experiences subtotal are outlined in Table 20. As described, in Section
5.3.2.1, there have been studies that have investigated caregiving experiences of
people experiencing first episode psychosis (Addington, et al., 2003), and those
caregivers experiencing schizophrenia (Szmukler, Herrmans, et al., 1996). Difficult
behaviours (DB) and Problems with services (PWS) subscale scores range from 0 to
32. Higher scores indicate that participants perceive their loved one as having more
difficult behaviours (e.g., moody, irritable; DB) and they perceive more problems
with the services that provide support for their loved one (PWS). Scores range from 0
to 24 on the Negative symptoms (NS) and the Need to provide backup (NTB)
subscales. The higher scores indicate that participants perceive their loved one has
having more negative symptoms (e.g., withdrawn, indecisive; NS) and that they need
to support their loved one more (NTB). Stigma (S) and Dependency (D) subscales
scores range from 0 to 20. Higher scores indicate that participants perceive more
stigma in relation to their loved one’s SU and/or MH disorder (S) and that their loved
one is more dependent on them (D). Scores range from 0 to 28 on the Effects on
family (EF) and Loss (L) subscales, where higher scores indicate that the participants
perceived that there was an increase in the impact that their loved one’s SU and/or
MH disorder has had on the family and they perceive more loss in regards to their
loved one (L). Negative caregiving experiences (NCE) subtotal scores range from 0
to 208, where higher scores indicate that the participants perceive more negative
aspects of caring for their loved one.
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Table 20
Descriptive Statistics of the ECI Negative
Subscale and subtotal

Mean

SD

Difficult Behaviours (DB)

16.53

8.57

Negative Symptoms (NS)

13.23

6.61

6.81

4.85

Problems With Services (PWS)

10.49

7.56

Effects on the Family (EF)

13.37

6.30

Need to Provide Backup (NTB)

11.94

6.35

Dependency (D)

10.00

4.69

Loss (L)

12.63

6.32

Negative Caregiving Experiences (NCE)

94.99

38.82

Stigma (S)

Note. N=77

The mean scores obtained in this study are mostly similar to those caring for first
episode psychosis (DB-13.85; NS-13.45; S-6.32; PWS-11.24; EF-9.36; NTB-10.31;
D-10.52; L-12.53; NCE-87.58; Addington, et al., 2003) and schizophrenia (DB-11.2;
NS-10.6; S-5.5; PWS-13.3; EF-10.4; NTB-8.9; D-10.1; L-12.5; NCE-82.5;
Szmukler, et al., 1996). However, DB, EF, NTB and NCE are all slightly higher
suggesting that the participants in this study were influenced more by these negative
impacts than those whose loved ones have been diagnosed with first episode
psychosis or schizophrenia.
All of the ECI negative subscales and subtotal NCE met the assumptions required for
parametric correlation analyses, except for the subscale of stigma where nonparametric analysis was conducted (Appendix N). There were significant positive
relationships between self-discrepancy and negative ECI subscales of DB, r(73) =
.35, p = .002; S, rs(76)=.31, p = .007; NTB, r(72) = .39, p = .001; D, r(70) = .26, p =
.024; L, r(76) = .34, p = .002; and NCE, r(76) = .31, p = .006. However, no
significant correlations were found with the ECI subscales of NS (p = .07), PWS (p =
.97) and EF (p = .09). Linear regressions determined that self-discrepancy, when
controlling for covariates, was able to significantly predict DB, R = .40, R2 = .16,
F(2,73) = 7.03, p = .002, ∆R2 = .06, p = .028, how often they attend per year; and
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NTB, R = .53, R2 = .20, F(3,72) = 9.30, p = .000, ∆R2 = .15, p = .001, how long and
how often per year do you attend the family support group. As the participants
decrease the distance between their ‘usual self’ and ‘ideal self’ they experience less
difficult behaviours from their loved one, B = 12.12, SEB = 2.84, 𝛽 = .35, p = .002,
95% CI [0.68 to 2.91]; less stigma; a decrease in the need to provide backup to their

loved one, B = 9.72, SEB = 2.00, 𝛽 = .36, p = .001, 95% CI [0.62 to 2.15]; less
feelings of loss and a decrease in their negative caregiving experiences. It was also

found that self-discrepancy was able to significantly predict dependency, R = .55, R2
= .31, F(3,70) = 10.29, p = .000, ∆R2 = .25, p = .000, controlling for the covariates of
how often participants had contact with their loved one and how long they have been
attending a family program. As participants decrease the distance between their
‘usual self’ and ‘ideal self’ the less dependent they perceived their loved one to be on
them, B = 11.18, SEB = 1.52, 𝛽 = -.26, p = .012, 95% CI [0.17 to 1.27]; controlling

for the covariates of contact with their loved one, 𝛽 = -30, p = .006, 95% CI [-2.09 to
-0.36], and had how long they have attended a family program, 𝛽 = -.32, p = .004,
95% CI [-.1.58 to -0.32].

The means and standard deviations for the Marwitt-Musser Caregiving Grief
Inventory (MMCGI-SF) are presented in Table 21. Personal sacrifice and burden
(PSB) subscale scores range from 6 to 30 where higher scores indicate that
participants perceived that they have given up a lot for their loved one. Worry and
felt isolation (WFI) subscale scores range from 6 to 30 where higher scores indicate
that participants were experiencing more worry about their loved one and more
isolation from friends and family. The mean scores obtained in this study are less for
PSB and higher for WFI than those found in carer’s of relatives with dementia (PSB20.2; WFI-16.6; Marwit & Meuser, 2005). This suggests that compared to people
caring for a loved one with dementia family members impacted by a loved one’s SU
and/or MH disorder had given up less personally but felt a greater amount of worry
and isolation. The scores obtained in this research (Table 21) fall within the average
range as outlined by Marwit and Meuser (2005), which suggest this population are
displaying common reactions. Marwit and Meuser (2005) suggest that people who
score high (above 25) may need formal support or intervention to help them develop
their coping skills. People who score low (below 11) may be displaying a positive
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adaptation to their situation if they are not displaying any other signs of grief or
psychological disturbance (Marwit & Meuser, 2005).
Table 21
Descriptive Statistics of the MMCGI-SF
Subscales

Mean

SD

Personal Sacrifice and Burden (PSB)

16.98

5.25

Worry and Felt Isolation (WFI)

17.55

5.49

Note. n=76

The subscales of PSB and WFI on the MMCGI-SF met the assumptions required for
a parametric Pearson’s correlation (Appendix N). Significant relationships between
self-discrepancy and the MMCGI-SF were observed; PSB, r(75) = .40, p = .000,
WFI, r(75) = .43, p = .000. As the participants self-discrepancy decreased they
perceived that they had given up less for their loved one and there was a decrease in
worrying about their loved one and less isolation from friends and family.
The results partially support Hypotheses 5b and 5c, as the participants perceived less
self-discrepancy (i.e., family members move towards their ideal selves) this is
associated with less grief and negative caregiving experiences. A few subscales from
the ECI did not correlate with self-discrepancy (NS, PWS and EF), suggesting that as
participants move towards their ‘ideal self’ there is no change in how they perceive
the negative symptoms displayed by their loved one, problems with the services their
loved one engages with or the effect their loved one has had on the family.
Family, Support Group and Identity
5.3.3. What is the relationship between how family members perceive their families
and the support groups?
5.3.3.1.

Perceptions of family

The means and standard deviations for FACES IV are presented in Table 22. The
ratio score establishes the degree to which the family system is healthy (balanced) or
unhealthy (unbalanced). There are three ratio scores: cohesion ratio (CR), flexibility
ratio (FR) and total cohesion ratio (TCR), which are calculated on the
111

balanced/unbalanced scales in the FACES IV (see Section 4.3.5 for more detail). The
higher the ratio score is above one, the more healthy the family system; conversely,
the lower the ratio score is below one the more unhealthy the family system is
(Olson, 2011).
Table 22
Descriptive Statistics for FACES IV
Subscale/Total

Mean

SD

Cohesion Ratio (CR)

1.75

0.73

Flexibility Ratio (FR)

1.35

0.37

Total Circumplex Ratio (TCR)

1.55

0.51

Family Communication (FC)*

48.73

26.01

Family Satisfaction (FS)*

28.05

18.17

3.62

1.46

US-Family Distance measure a
Note. n=75; an=76; * percentage scores

The mean ratio scores for the participants in this study (see Table 22) suggests that
their family systems would be considered healthy, as all the ratio scores are above 1
(Olson, 2011). The mean percentage score for Family Communication (FC) in this
study is similar to what has been found in a previous study of a normative sample
(50.0%; Olson, et al., 2006), suggesting that the participants ordinarily feel pleased
about their family communication but still have some concerns. The mean
percentage score for Family Satisfaction (FS) in this study was lower than has been
found in the same previous study (45.0%; Olson, et al., 2006), suggesting that the
participants are very dissatisfied and are concerned about their family.
The ‘US-family’ distance as well as FC and FS did not meet the assumption of
normality; therefore, non-parametric Spearman’s correlations were conducted
(Appendix N). A statistically significant relationship was found between ‘US-family’
distance measure and ratio scores on FACES IV; CR, rs(74) = -.30, p = .009; TCR,
rs(74) = -.24, p = .038; as well as FC, rab.c(71) = -.24, p = .044. This suggests that as
participants perceived their family as more similar to themselves there was an
increase in the emotional bonding between family members. Participants also
perceived that the family was functioning in a healthier way with more positive
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communication. However, no significant correlations were found with the FR, rs(74)
= -.10, p = .379, and FS, rs(76) = -.18, p = .126. These results provide partial support
for Hypothesis 8a.
5.3.3.2.

Perceptions of the support group

The means and standard deviations for Therapeutic Factor Inventory – short form
(TFI-SF) are presented in Table 23. No psychometric data have been previously
published for the TFI-SF. However, the internal consistencies for the subscales in
this study are as follows: Instillation of Hope (IH), α = .89; Secure Emotional
Expression (SEE) α = .87; Awareness of Relational Impact (ARI) α = .82; Social
Learning (SL) α = .81. IH and ARI subscales scores range from 6 to 42. The mean
scores for IH and ARI subscales indicate that participants had a sense of belonging
and had an understanding of the impact of their interpersonal connections that they
had in the support group. The scores for SEE range from 7 to 49; participants’ mean
score suggests that they felt safe and comfortable enough in the group to speak
openly and honestly about their experiences. The mean score for SL suggests that the
participants were able to transfer what they have learnt in the support group to
behavioural processes outside the group; scores range from 4 to 28. Total TFI-SF
scores range from 23 to 161; the mean score signifies that participants perceived a
number of therapeutic factors from the support group.
Table 23
Descriptive Statistics for TFI-SF
Subscale/Total

Mean

SD

Instillation of Hope (IH)

35.74

5.61

Secure Emotional Expression (SEE)

40.97

6.60

Awareness of Relational Impact (ARI)

35.42

4.85

Social Learning (SL)

20.96

4.78

133.10

19.79

3.56

1.43

Total TFI
US-Support group distance measure a
Note. n=67; an=68
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The ‘US-support group’ distance as well as all the TFI-SF subscales and total (except
for SL) did not meet the assumption of normality (Appendix N). Therefore, nonparametric Spearman’s correlations were conducted. Hypothesis 8b was not
supported as it was found that there was no significant increase in the degree to
which the participants perceived the group as being therapeutic IH, rs(65) = -.13, p =
.292; SEE, rab.c(62) = .08, p = .543; ARI, rab.c (62) = .00, p = .998; SL, rab.c(62) = .15, p = .225; Total TFI-SF, rab.c(62) = -.05, p = .709, when they perceived the
support group as more similar to themselves (‘US-support group’ distance
decreases). Hypothesis 8c was also not supported as it was found that there was no
significant increase in how flexible and cohesive the participants perceived their
family CR, rs(66) = -.24, p = .053; FR, rs(66) = -.17, p = .180; TCR, rs(66) = -.24, p =
.057; FC, rab.c(63) = -.16, p = .200; FS, rs(68) = -.00, p = .992, when they perceived
the support group as more similar to themselves (‘US-support group’ distance
decreases). Although CR and TCR were approaching significance, which suggests
that as participants perceived the support group as more similar to themselves (‘USsupport group’ distance decreases) there was an increase in how cohesive and
healthy they perceived their family.
5.3.3.3.

Self-discrepancy as a moderator

As there were significant negative correlations between ‘US-family’ distance and
CR, TCR, and FC, hierarchal multiple regression analyses (HMRA) were conducted
to identify whether self-discrepancy (US-IS distance) was able to moderate those
relationships. The HMRA comprised of the main effects of self-discrepancy and
either ‘US-family’ distance, CR, TCR or FC (Step 1) and the moderation term used
in the analyses was an interaction between the self-discrepancy and either ‘USfamily’ distance, CR, TCR or FC (Step 2).
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f. Model 6

Figure 7. Self-discrepancy moderator models for cross-sectional study
Each of the six models (see Figure 7) tested whether the changes in self-discrepancy
added to the predictive utility to a model of changes in the: ‘US-family’ (US-F)
distance which includes changes in CR (Model 1; Figure 7a), CR which includes
changes in US-F distance (Model 2; Figure 7b), US-F distance which includes
changes in TCR (Model 3; Figure 7c), TCR which includes changes in US-F distance
(Model 4; Figure 7d), FC which includes changes in the US-F distance (Model 5;
Figure 7e), US-F distance which includes changes in FC (Model 6; Figure 7f). The
models have three casual paths (x, y and z) which all lead into the outcome variable
(Baron & Kenny, 1986). For example, in Model 1 the predictor variable is ‘Changes
in CR’ (Path x), the moderator variable is ‘Changes in self-discrepancy’ (Path y) and
the interaction of ‘Changes in CR x self-discrepancy’ (Path z) all lead to the outcome
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variable of ‘Changes in US-F distance’. “The moderator hypothesis is supported if
the interaction [Path z] is significant” (Baron & Kenny, 1986, p. 1174). The
significant main effects for the predictor and moderator variables (Paths x and y) are
not relevant in regards to the testing of a moderator effect (Baron & Kenny, 1986).
As indicated in Figure 7 changes in self-discrepancy did not statistically significantly
moderate the any of the relationships between changes in US-F, CR, TCR or FC.
Therefore, these results did not provide support for Hypothesis 8d. This outcome
suggests that as participants perceived themselves as closer to their ideal selves it did
not influence changes in how cohesive and healthy (or balanced) they perceived their
family, the amount and quality of the communication they had within the family or
how similar they perceived their family to themselves.
5.4. Discussion
The discussion initially focuses on the internal processes of identity, that is, how
similar the family members perceive themselves in relation to the personal constructs
and their usual self. The relationship between self-discrepancy and other processes of
recovery (e.g., hope, stigma, grief) is then examined. Finally, the relationship
between how the family members perceive their family and support group and the
role self-discrepancy plays in those perceptions is explored. This discussion is a brief
outline of the findings as many of the findings are replicated and elaborated on in the
chapters based on the longitudinal study (Chapters 6, 7 and 8).
The ‘ideal self’ was perceived as most similar and the ‘loved one’ as least similar to
the positive pole of the personal constructs. These results provided support for
Hypotheses 1a and 1b. The ‘ideal self’ rated the highest in terms of reflecting the
positive pole of the personal constructs. This is in line with the view that the ideal
self is a set of values and characteristics that can be achieved, a hoped for self
(Boyatzis & Akrivou, 2006; Vignoles, et al., 2008). The ‘loved one’ rated the lowest
in terms of reflecting the positive pole of the personal constructs. Therefore, they are
perceived more negatively. This is understandable as the loved one is the person with
whom family members were having the most conflicts and frustrations (Butler &
Bauld, 2005; Townsend, et al., 2006). The loved one may focus solely on the
substance (e.g., how to get it), withdraw from other daily activities (e.g., social
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functions) and develop relationship issues with those who are non-users (e.g., family
members; American Psychiatric Association, 2000).
How similar family members perceived their ‘loved one’ in relation to their ‘usual
self’ was significantly different from all other distance measures. Family members
perceived their ‘loved one’ as least similar to their ‘usual self’; this finding provided
support for Hypothesis 1d. Loved ones are viewed as more uncaring, unhelpful and
negative towards others. Consequently, loved ones may represent a negative stimulus
(Elliot, 2008), which parents will avoid to decrease stress. Parents for example, may
exclude their loved one from their home so as to have a safe environment, which
may be necessary for their survival. However, the degree to which family members
perceived their ‘best self’ as similar to their ‘usual self’ was viewed as comparable to
how similar they perceived their ‘past self’ to their ‘usual self’; therefore, not
providing support for Hypothesis 1c. The best self is viewed as a ‘stepping stone’ to
the ideal self, where the family members’ current strengths are practiced and new
ones are developed so as to move towards their ideal self (Roberts, et al., 2005). The
past self reflects how family members perceived themselves prior to the SU and/or
MH disorder impacting their lives. The similarity of these two elements to their usual
self may be viewed as a reflecting process, where family members may be letting go
of previous perceptions of self and developing and moving towards a new perception
of self (Kearney & O'Sullivan, 2003; Spaniol, 2010). This process is similar to the
notion of posttraumatic growth which is not a return to previous functioning but an
improvement in functioning (Tedeschi & Calhoun, 2004).
When the average element ratings were plotted using MDS it was found that
dimension 1 reflected the amount the average element ratings represented the
positive pole of the personal constructs. Dimension 1 confirms the rankings of the
average elements, where the ‘ideal self’ is at one end of the dimension and reflects
the notion that the ideal self is comprised of the positive personal characteristics
(Zentner & Renaud, 2007). The ‘loved one’ is at the other end of dimension 1 and
reflects the conflict between the loved one and the family (American Psychiatric
Association, 2000). Dimension 2 represented the current struggles that family
members were having with their identities. This second dimension adds an extra
view of how family members perceive their different selves and others. The cluster
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of all the average element ratings, except the past self, indicates that the participants
perceive all these identities as similar to each other. The participants perceived no
differences between their usual selves, loved ones, support groups, their ideal selves.
This implies confusion in the participants being able to identify differences between
their different selves and loved one. This confusion may occur as a result of the
participants being so stressed with issues surrounding their loved ones SU and/or
MH disorders that they are unable to clearly identify the boundaries between their
different selves and others (Spaniol, 2010).
When the distances measures were plotted using MDS it was found that dimension 1
represented a measure of similarity to their ‘usual self’. This dimension confirms the
ranking for the distance measures. However, dimension 2 provides a different view
of how family members view their ‘usual self’ in relation to their different selves and
others. Dimension 2 reflected the notion of interaction, that is, the type of interaction
(e.g., communication, thinking about, day to day interactions) that family members
‘usual self’ had with their different selves and others (Kearney & O'Sullivan, 2003;
Spaniol, 2010). For example, the family member’s don’t think about her or his ‘past
self’ as much as they do about her or his ‘best self’ or ‘family’.
There was a significant relationship between a decrease in self-discrepancy and an
increase in hope, well-being, positive caregiving experiences and recovery. A
decrease in self-discrepancy significantly predicted these increases in all but one
subscale; ECI positive - rewarding personal experiences. These findings provide
partial support for Hypotheses 5a and 5c. As family members ‘usual self’ and ‘ideal
self’ were perceived as more similar, family members become more hopeful,
increase their well-being, perceive their caregiving experience as more positive and
perceive themselves as more recovered. These findings support and extend previous
findings. A decrease in self-discrepancy is related to hopefulness in terms of problem
solving and goal planning (Buckley-Walker, et al., 2010), increases in psychological
well-being (Metin, 2011), happiness (Heppen & Ogilive, 2003), and personal growth
(Hardin, Weigold, Robitschek, & Nixon, 2007). These findings were extended in the
current study to include the determination to achieve goals and all aspects of wellbeing. The relationship between self-discrepancy and recovery reflects Kearney and
Sullivan’s (2003) model of health behaviour change; a discrepancy between current
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self and personal beliefs and values leads people to redefine themselves (Kearney &
O'Sullivan, 2003). This redefinition enables people to see themselves in a new way
and eventually enacting new behaviours (e.g., not taking responsibility for their
loved ones behaviour, living life the way they wish to live).
A significant relationship between a decrease in self-discrepancy and a decrease in
negative caregiving experiences and grief was ascertained, and that the decrease in
self-discrepancy significantly predicts these decreases in all but three subscales (ECI
negative - negative symptoms, problems with services and effects on the family).
These findings provide partial support for Hypotheses 5b and 5c. This suggests that
as family members perceived their ‘usual self’ as more similar to their ‘ideal self’
they perceived their caregiving experience as less negative and feel less grief. It has
been found that there is a significant relationship between an increase in selfdiscrepancy and increase in negative affect such as depression and anxiety (Heppen
& Ogilive, 2003; Higgins, 1987). There is evidence to suggest that self-discrepancy
influences the evaluation of others (Kelly, 1955). If there was a large discrepancy
between the other (e.g., loved one, support group) and their ‘ideal self’ family
members may feel disappointed or feel sad for the other (Higgins, 1987). Therefore,
it is suggested from these findings that a decrease in self-discrepancy leads to a
decrease in negative affect, which may enable a more positive evaluation of others.
In the current study family members perceived their families as being healthy with
moderate levels of communication. However, previous studies have found that
families with a loved one with a SUD tend to have unhealthy family functioning
(e.g., Friedemann, 1996; Friedman, Utada, & Morrissey, 1987; Reupert & Maybery,
2007) with a decrease in the quality of communication between family members and
in particular their loved one (e.g., Butler & Bauld, 2005; Oreo & Ozgul, 2007;
Rotunda, et al., 1995). Suggested reasons for these differences from past findings is
that the loved ones in this study are older and the majority are living out of home;
therefore, the family bonds are reduced compared to when their loved ones were
younger and living at home (Menicucci & Wermuth, 1989). The majority of family
members have contact with their loved one at least several times a week, if not every
day. Therefore, family members are still in contact with their loved one but the
communication may not be as intense as when living with someone.
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It was found that as family members perceived their family as more similar to
themselves there was an increase in cohesiveness and the amount and quality of
communication there was within the family. There was also an increase in how
healthy family members perceived their family, in that their family was not at the
extremes of cohesion (disengaged or enmeshed) and flexibility (rigid or chaotic).
These results provided partial support for Hypothesis 8a. As outlined in the
introduction the similarity distance between the ‘usual self’ and the ‘family’ is a
component of cohesion. Previous studies have found significant relationships
between family cohesion and flexibility (Olson, 2011), communication (Schrodt,
2005), functioning (Greeff, 2000) and satisfaction (Lightsey & Sweeney, 2008). The
findings of the current study are supported by previous studies, except there was no
significant relationship with family satisfaction or flexibility, although they were in
the predicted direction. However, self-discrepancy did not moderate the above
significant relationships. Therefore, Hypothesis 8d was not supported by the findings
of this study.
In regards to support groups the mean scores obtained suggest that the family
members perceive a high number of therapeutic factors from the group and these
findings are consistent with previous studies (Dixon et al., 2004; Magen & Glajchen,
1999). The similarity distance between the ‘usual self’ and the ‘support group’ is a
component of instillation of hope in the TFI or universality (Yalom & Leszcz, 2005),
as outlined in the introduction. However, it was found that as family members
perceived the support group as more similar to themselves there was no significant
relationship with how therapeutic they perceived the support group or how healthy
they perceived their family. These findings were unexpected as there have been
studies which have demonstrated that a perceived similarity with the support group
lead to increases in therapeutic factors (e.g., Joyce, Macnair-Semands, Tasca, &
Ogrodniczuk, 2011; MacNair-Semands, et al., 2010). Studies have also shown links
between support groups and increases in family functioning (Chiquelho, et al., 2011;
Hagen, et al., 2011; Lucksted, Stewart, & Forbes, 2008; Rotunda, et al., 1995). These
non significant findings could be explained by the fact that the majority of the
participants had been in the support group for 1 to 3 years. Previous studies have
looked at changes in support groups from initial meetings to the end of the support
group, usually a couple of months (Joyce, et al., 2011; MacNair-Semands & Lese,
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2000), which is not the case in the current study. Family members may also see the
therapeutic factors differently when they have been in groups for a long time; for
example, they may take on a supportive or coaching role (e.g., becoming a leader in
the group).
The following Chapters (6, 7 and 8) are based on the longitudinal study, which
focuses on the internal processes of identity, identity and recovery, and the family,
support group and identity over time. Many of the findings of the cross-sectional
study are replicated in the longitudinal study. Therefore, these chapters have
elaborated further on the findings and their implications for the ‘personal and
relational empowerment’ framework.
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CHAPTER 6:
INTERNAL PROCESSES
OF IDENTITY
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The purpose of this chapter was to identify what happened to a family member’s
personal identity when impacted by, as well as recovering from, his or her loved
one’s SU and/or a MH disorder. As outlined in Chapter 2, the recovery journey of
each family member is unique. Therefore, it is important to capture personal identity
from the family member’s perspective, an ideographic approach. The repertory grid
technique allows for the examination of personal identity from an ideographic
approach. However, it also allows for these ideographic accounts of personal identity
to be collected and used with a larger population, a nomothetic approach (refer to
Section 3.4 for further details).
The repertory grid allows personal identity to be investigated in terms of the average
element ratings, for ‘different selves’ (e.g., ‘ideal self’, ‘usual self’) and ‘others’
(e.g., ‘family’, ‘loved one’), in relation to personal constructs. Personal constructs are
those qualities that family members use to describe themselves and are bipolar (e.g.,
happy or sad, helpful or unhelpful; refer to Section 4.4.8 for further details). The
ratings of the elements are a reflection on how family members perceive each of their
‘different selves’ and ‘others’. Personal identity can also be investigated in terms of
distance measures between how family members rate their ‘usual self’ and their
‘different selves’ and ‘others’ across all personal constructs. The distance measures
are a reflection of how similar family members perceive these ‘different selves’ and
‘others’ to their ‘usual self’ (refer to Section 4.4.9 for further details).
As described in Section 3.3, the ‘ideal self’ is thought of as a positive future self
which people strive towards (Higgins, 1987; Vignoles, et al., 2006). The ‘ideal self’
is comprised of positive personal characteristics (constructs) that a person would like
to have (e.g., happy, helpful; Zentner & Renaud, 2007). These may reflect his or her
own values and goals. This ideal self can act as a motive or desire for a person
altering her or his identity (Sheldon & Elliot, 1999; Vignoles, et al., 2008).
Therefore, it is expected that participants perceive their ideal selves as being most
similar to the positive pole of the personal constructs.
As outlined in Section 4.3.9, the ‘loved one’ is the person with the SU and/or MH
disorder. Whilst the loved one is affected by his or her disorder(s), she or he will
likely experience and make choices that are different to those that family members
may choose or make. Their loved one’s sole focus may be on the substance (e.g.,
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supply of drugs, drug use) where he or she may develop relationship issues with nonusers (e.g., conflict with family members; American Psychiatric Association, 2000).
Therefore, family members may perceive their loved one as not being as similar to
their own personal constructs. That is, if family members perceive themselves to be
happy and helpful, they may perceive their loved one as less happy and helpful.
Kennard (1974) found that concerned others (e.g., family, friends) of newly admitted
people with a psychiatric disorder (patients) rated the patients as having higher levels
of disturbed behaviour, less ability to communicate and high in illness symptoms.
Therefore, it is expected that participants will perceive their ‘loved one’ as least
similar to the positive pole of the personal constructs.
Family members who participated in the study were attending a support group.
Consequently, it is expected that family members may be gaining some benefit from
this support, through reducing the negative aspects of caring for their loved one (e.g.,
stigma, grief), and/or increasing the positive aspects (e.g., improved relationship with
their loved one, hope; Chen & Greenberg, 2004; Chien, et al., 2006). Therefore,
family members may perceive their intrapersonal (relationship with self) and
interpersonal (relationship with others) relationships from a different perspective
(i.e., they have re-construed or changed their perceptions of their relationships).
Catina and Tschuschke (1993) found that clients gaining therapeutic outcomes from
a psychotherapy group were able to transfer the re-construing experienced in group
to other interpersonal relationships outside of group (e.g., social learning, MacNairSemands, et al., 2010; e.g., development of socialising technique, Yalom & Leszcz,
2005).
Family members often re-evaluate themselves. For example, they may question and
resolve issues about their own values and goals. This transformation process often
leads to family members feeling as if they are a different person, where they are
more positive about themselves and their future (Kearney & O'Sullivan, 2003; Skaff
& Pearlin, 1992; Spaniol, 2010). Therefore, it is expected that the participants rate
their ‘usual self’, ‘different selves’ and ‘others’ more positively over 12 months in
terms of the personal constructs. However, there are a variety of other factors which
may impact their perception of ‘others’; for example, loved one’s behaviour (e.g.,
continuing their substance use, stopping medication, going into treatment or being in
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recovery), the role the support group plays in their lives (e.g., are they a support for
others or do they still need support themselves) and the relationships within the
family (e.g., how are their other children interacting with each other).
The ‘best self’ is defined as “yourself currently when you are at your best”
(Appendix J). The best self can be viewed as a ‘stepping stone’ towards the ideal self
and reflects those qualities (strengths or positive personal characteristics) that people
currently have and practice in everyday life (Roberts, et al., 2005). Therefore, it is
expected that the participants would perceive their ‘best self’ as being most similar to
their ‘usual self’. As the ‘best self’ reflects family members’ ‘usual self’ when they
are at their best, in the present, it is expected that this will remain the same over time.
As mentioned previously in this section, family members are in a support group, this
may lead to a re-construing of themselves and their relationships (Catina &
Tschuschke, 1993; Winter, 1992). Winter (1992) completed a review of group
therapy outcomes in regards to repertory grid studies and found that people had more
favourable self-construing over the course of group therapy. That is, they perceived
themselves more positively. In particular the ‘usual self’ was perceived as more
similar to the ‘ideal self’. Therefore, it is expected that over 12 months the
participants would perceive their ‘ideal self’ as well as ‘ought self’, ‘future self’ and
‘best self’ as more similar to the ‘usual self’. However, it is expected that the ‘past
self’ would be perceived as less similar to their ‘usual self’, over 12 months. The
reason is due to the re-construing of the self and the transformation process, where
family members would perceive themselves as being a ‘different’ person (Spaniol,
2010).
In the review of group therapy outcomes Winter (1992) also found an increase in
perceived similarity of the ‘usual self’ to other group members (e.g., instillation of
hope, MacNair-Semands, et al., 2010; e.g., universiality, Yalom & Leszcz, 2005).
Therefore, it is expected that over 12 months the participants would perceive their
‘usual self’ as more similar to the ‘support group’. Numerous studies have identified
the benefits of attending support groups for family functioning, in relation to family
adaptability (e.g. Chiquelho, et al., 2011), cohesion (e.g. Hagen, et al., 2011), and
improved relationships and communication (e.g. Lucksted, et al., 2008). Therefore,
it is expected that over 12 months the participants would perceive their ‘usual self’ as
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more similar to their ‘family’. These hypotheses may be influenced by other aspects
linked to the support group (e.g., role in support group) and family (e.g.,
relationships within the family).
Family members attending support groups often re-construe their relationships, in
that family members may be more accepting of others (Spaniol, 2010). Therefore,
family members may perceive their loved one as more similar to themselves, due to
their re-construal of the relationship or if their loved one is in recovery (reducing the
issues between loved one and family member). Therefore, it is expected that over 12
months the participants would perceive their ‘loved one’ as more similar to their
‘usual self’. However, in comparison to the ‘different selves’ and ‘others’, which are
predicted to be rated more positively over 12 months, family members would
perceive their ‘loved one’ as the least similar to their ‘usual self’. Again these
hypotheses may be impacted by factors related to their loved one (e.g., in recovery).
Research questions and hypotheses (refer to Section 1.5):
2. What are the changes, over 12 months, in how family members perceive (rate)
their ‘different selves’ and ‘others’ in regards to the personal constructs?
a) At Times 1 and 2, the participants will rate their ‘ideal self’ (average ideal
self) more highly in terms of positive pole of the personal constructs.
b) At Times 1 and 2 the participants will rate their ‘loved one’ (average loved
one) as less highly in terms of positive pole of the personal constructs.
c) Over 12 months, from Time 1 to Time 2, the participants will rate each of the
elements (average element) more highly in terms of positive pole of the
personal constructs.
3. What are the changes, over 12 months, in how similar family members perceive
(rate) their ‘usual self’ in comparison to their ‘different selves’ and ‘others’, in
regards to the personal constructs?
a) At Times 1 and 2 the participants will rate their ‘best self’ as most similar to
their ‘usual self’ (usual self – best self distance).
b) At Times 1 and 2 the participants will rate their ‘loved one’ as most
dissimilar to their ‘usual self’ (usual self – loved one distance).
c) Over 12 months, from Time 1 to Time 2, the participants will perceive their
‘usual self’ as more similar to their ‘ideal self’, ‘ought self’, ‘future self’ and
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‘best self’ (the distance measures will decrease) in regards to personal
constructs.
d) Over 12 months, from Time 1 to Time 2, the participants will perceive their
‘usual self’ as less similar to their ‘past self’ (the distance measures will
increase) in regards to personal constructs.
e) Over 12 months, from Time 1 to Time 2, the participants will perceive their
‘usual self’ as more similar to the ‘support group’, ‘family’ and ‘loved one’
(the distance measures will decrease) in regards to personal constructs.
4. What are the relationships between:
a) each of the various element ratings (e.g., ‘future self’, ‘family’) and
b) each of the ‘usual self’ – element distance measures (e.g., ‘usual self – future
self’ distance, ‘usual self –family’ distance)
in terms of similarity and dissimilarity to each other?
6.1. Procedures for the Longitudinal Study
Forty four participants were recruited with consent from the Salvation Army, NSW
as described in Section 4.1. Members of Group 1 (n = 19) took part in an interview
where they completed their first questionnaire package (Appendices B, D, E, F & G)
plus the repertory grid. The repertory grid for this group contained constructs elicited
from the participant, as described in Chapter 4 (Appendix J). The questionnaires and
‘elicited’ repertory grid for Time 2 were completed and returned via the post.
Members of Group 2 (n = 25) completed their questionnaire packages and fixed
repertory grids (Appendix J), and returned them via post at Time 1 and 2, as describe
in Chapter 4.
6.2. Analysis of Data
A full explanation of the analysis was given in Section 4.5.4. In brief ANOVAs (with
Bonferroni adjustments) or ANCOVAs (for the data with covariates; Appendix L)
were conducted, at both Time 1 (T1) and Time 2 (T2). This analysis was done to
determine if there were any differences between how the participants rated either
elements or the distance measures between ‘Myself as I usually am’ and the other
elements. This enabled Hypotheses 2a, 2b, 3a and 3b to be answered.
Multidimensional scaling (MDS) was used to plot the average elements and distance
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measures as similarity and dissimilarity indices spatially in two dimensions. This
analysis allowed Research Question 4 to be answered.
Changes in the average element ratings from T1 to T2, were identified by conducting
either a repeated measures ANOVA or an ANCOVA (for the data with covariates;
Appendix L), to identify differences over 12 months. This analysis was also
conducted for the distance measures to identify differences over 12 months. This
analysis will enable Hypotheses 2c, 3c, 3d and 3e to be answered.
6.3. Results
6.3.1. What are the changes, over 12 months, in how family members perceive
(rate) their ‘different selves’ and ‘others’ in regards to the personal
constructs?
Descriptive statistics for the average element ratings across all constructs are
provided in Table 24. Larger average element ratings indicates that participants
perceive that element as being more like the positive pole of the personal constructs.
That is, they perceive that element as being more caring, strong, happy, confident
and so on (see Appendix J). At Times 1 and 2, participants rated their ‘ideal self’ as
being most similar to the positive pole of the personal constructs (i.e., highest
ranked). That is, the participants ‘ideal self’ was perceived as being loving, helpful,
peaceful, having high self-esteem and so on. At Times 1 and 2, participants rated
their ‘loved one’ as being least similar to their positive pole of the personal
constructs (i.e., lowest ranked). That is, the participants perceived their ‘loved one’
as being more uncaring, unhelpful, dishonest, and so on.
Multidimensional scaling (MDS) was conducted to identify the relationship between
all the average element ratings, in terms of similarity (i.e., small distance between
elements) and dissimilarity (i.e., large distance between the elements) indices, in two
dimensions. The MDS plot for the all the average element ratings across all
constructs at T1 (Figure 8) yielded a stress of .008 and an RSQ of .9998, for a two
dimensional model, suggesting an excellent fit of the model to the data (Sturrock &
Rocha, 2000). Dimension 1 may represent how much the element reflects the
personal constructs. For example, the ‘ideal self’ (is) reflects the positive pole of the
personal constructs more (i.e., strong, happy, confident), where ‘loved one’ (lo)
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reflects the negative pole of the personal constructs more (i.e., weak, sad, shy). This
replicates the ranks in the average element ratings across all constructs (Table 24).
The ‘best self’ (bs) and ‘past self’ (ps) are comparable along this dimension,
participants were able to perceive similarities in these identities in terms of the
personal constructs.
Table 24
Descriptive Statistics for the Average Element Ratings Across all Constructs at Time
1 and Time 2.
Element
‘Me as I would ideally like to be’ (is)

‘Me as I ought to be’ (os)

‘Myself as I will be in 12 months time’ (fs)

‘The support group’ (sg)

‘My best self’ (bs)

‘Myself as I used to be’ (ps)

‘Myself as I usually am’ (us)

‘My family’ (f)

‘My loved one’ (lo)

Time

Mean

SD

1

4.77

0.34

2

4.57

0.68

1

4.66

0.40

2

4.52

0.45

1

4.26

0.68

2

4.38

0.44

1

4.21

0.62

2

4.20

0.56

1

3.96

0.75

2

4.06

0.52

1a

3.82

0.78

2b

3.87

0.71

1

3.68

0.53

2

3.75

0.56

1

3.31

0.70

2

3.57

0.57

1

2.51

0.88

2

2.84

0.84

Note. n=43; an=42; bn=41

Dimension 2 has the ‘past self’ at one end and the ‘best self’ at the other end of the
dimension. However, the elements of ‘ideal self’, ‘ought self’ (os), ‘support group’
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(sg), ‘usual self’ (us), ‘family’ (f) and ‘loved one’ group together along the middle;
therefore, they are considered similar to each other. This configuration of elements
may suggest that dimension 2 reflects the current struggles that the participants were
having with their identities. The ‘past self’ reflects life prior to their loved ones SU
and/or MH disorder; the participants understand this identity as it has been enacted in
the past. The ‘best self’ refers to participants when they are at their best, and along
with all the other elements may be currently in turmoil; the participants may be
trying to separate or gain an understanding of these identities. They may be trying to
understand what their ‘ideal self’ looks like compared to the ‘support group’ or how
the ‘usual self’ is different from the ‘loved one’. The ‘future self’ (fs) lies between
the ‘best self’ and the ‘support group’ and may suggest the start of clarifying a future
identity.
ANOVAs or ANCOVAs (for the data with covariates, Appendix L) were conducted
to identify if there were significant differences in average element ratings. At T1,
Mauchly’s test indicated that the assumption of sphericity had been violated, χ2 =
56.69, p < .05. Therefore, the degrees of freedom were corrected using GreenhouseGeisser estimates of sphericity. The results indicated that there were significant
differences between the average element ratings, F(3.43, 37.68) = 2.89, p < .05,
partial 𝜂2 = .21. Post-hoc tests revealed that the ‘ideal self’ was statistically

significantly different to all elements (p < .05 for all elements), except for ‘ought

self’ and ‘future self’, which indicates that these elements and ‘ideal self’ are
perceived as statistically similar. Post-hoc tests also revealed that the ‘loved one’ was
statistically significantly different to all elements (p < .05 for all elements), except
for ‘past self’ and ‘family’, which indicates that these elements and ‘loved one’ are
perceived as statistically similar.
In Figure 8 the elements which are perceived as similar (i.e., are statistically the
same) are enclosed within a loop (e.g., ‘ideal self’, ‘ought self’ and ‘future self’). The
elements ‘ideal self’ (purple loop) and ‘loved one’ (red loop) encompass other
elements (e.g., ‘ideal self’ is encompassed with ‘ought self’) signifying that they are
statistically similar. Therefore, the statistical similarity of the ‘ideal self’ and ‘loved
one’ to other elements does not provide support for Hypotheses 2a and 2b.
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Figure 8. Multidimensional scaling plot of the average element ratings at time 1
displaying: a) two-dimensional relationships and b) significant similarities (indicated
by the loops) and differences. bs = best self; f = family; fs = future self; is = ideal
self; lo = loved one; os = ought self; ps = past self; sg = support group; us = usual
self.
The MDS plot for the average element ratings across all constructs at T2 (Figure 9)
yielded a stress of .035 and an RSQ of .9956, for a two dimensional model,
suggesting a good fit of the model to the data (Sturrock & Rocha, 2000). MDS was
conducted to identify the relationship between all the average element ratings in two
dimensions. Dimension 1, is the same as T1, where it measures how much the
element reflects the personal constructs, with the ‘ideal self’ (is_2) and ‘loved one’
(lo_2) at either end of the dimension. Dimension 1 reflects the ranks in the average
ratings across all constructs (Table 24). The ‘past self’ (ps_2) lies closest to the zero
line, with the ‘usual self’ (us_2) and ‘family’ (f_2) to the left and not enacting the
positive pole of the personal constructs as much as the ‘past self’. The elements of
‘best self’ (bs_2), ‘future self’ (fs_2) and ‘support group’ (sg_2) are to the right of
131

the ‘past self’ and are enacting the positive pole of the personal constructs more that
the ‘past self’.
Dimension 2 has the ‘past self’ at one end and the ‘ideal self’ at the other end of the
dimension. However, there are a number of elements surrounding the zero line ‘usual
self’ (us_2), ‘best self’, ‘future self’, ‘ought self’ (os_2), ‘family’ and ‘support
group’. Dimension 2 may reflect the clarification of identity over time. The ‘past
self’ reflects life prior to the loved one’s SU and/or MH disorder and is an identity
that has already been enacted by the participants. The ‘ideal self’ reflects life in the
future, where they have been able to gain a clearer understanding of this identity. All
the other elements reflect the present time (e.g., ‘support group’, ‘usual self’, ‘loved
one’), where the participants may see the aspects of these elements, clustered around
the zero line, as being a part of their ‘usual self’.
ANOVAs or ANCOVAs (for the data with covariates, Appendix L) were conducted
to identify if there were significant differences in average element ratings at T2.
Mauchly’s test indicated that the assumption of sphericity had been violated, χ2 =
62.122, p < .01; therefore, the degrees of freedom were corrected using GreenhouseGiesser estimates of sphericity. The results indicated that there were no significant
differences between the average element ratings, F(3.52, 68.41) = 1.70, p > .05,
partial 𝜂2 = .05. Consequently, the average elements ratings at T2 were statistically
the same. Therefore, the results do not provide support for Hypotheses 2a and 2b.
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Figure 9. Multidimensional scaling plot of the average element ratings at time 2
displaying: a) two-dimensional relationships and b) significant similarities and
differences. bs_2 = best self; f_2 = family; fs_2 = future self; is_2 = ideal self; lo_2 =
loved one; os_2 = ought self; ps_2 = past self; sg_2 = support group; us_2 = usual
self.
A comparison of the average element ratings for T1 and T2 are presented in Table
25. To identify if there were any changes over time (T1 to T2) in the average element
ratings repeated measures ANOVAs or ANCOVAs (for those elements with
covariates, Appendix L) were conducted. It was found that there were no statistically
significant changes (all p’s >.05) in how the participants perceived the elements in
regards to the constructs over 12 months. This finding did not provide support for
Hypothesis 2c. However, the average element rating for the ‘loved one’ was
approaching significance, where the ‘loved one’ was rated higher in terms of the
positive pole of the personal constructs over time.
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Table 25
Comparison of Time 1 and Time 2 Average Elements
Element

Time

N Mean

SD

Statistic
F(1,41) = 0.00, p = .98

‘Me as I would ideally like to be’
(IS)

1

43

4.77 0.34

2

43

4.57 0.68

‘Me as I ought to be’ (OS)

1

40

4.46 1.90

2

40

3.90 2.01

‘Myself as I will be in 12 months
time’ (FS)

1

35

4.19 0.72

2

35

4.30 0.42

‘The support group’ (SG)

1

41

4.18 0.62

2

41

4.20 0.56

1

43

3.96 0.75

2

43

4.06 0.52

1

40

3.44 1.69

2

40

3.31 1.93

1

21

3.73 0.57

2

21

3.90 0.59

1

43

3.31 0.70

2

43

3.57 0.57

1

19

2.58 0.93

2

19

3.35 0.70

‘My best self’ (BS)

‘Myself as I used to be’ (PS)

‘Myself as I usually am’ (US)

‘My family’ (F)

‘My loved one’ (LO)

F(1,38) = 0.32, p = .58

F(1,33) = 0.34, p = .56

F(1,40) = 0.07, p = .79

F(1,42) = 1.06, p = .31

F(1,38) = 0.29, p = .60

F(1,19) = 2.87, p = .11

F(1,41) = 1.58, p = .22

F(1,15) = 4.42, p = .05

6.3.2. What are the changes, over 12 months, in how similar family members
perceive (rate) their ‘usual self’ in comparison to their ‘different selves’ and
‘others’, in regards to the personal constructs?
Descriptive statistics for the distance measures between the element ‘Myself as I
usually am’ and all other elements are presented in Table 26. The smaller the
distance measure the more similar participants perceive that particular element to
themselves as they are ‘usually’ are. At Times 1 and 2 the participants perceive
themselves as most similar to their ‘best self’ and least similar to their ‘loved one’.
That is, participants perceived their ‘best self’ (them self when they are at their best)
134

as being most similar to their ‘usual self’ (how they have viewed themselves) in
terms of the personal constructs (i.e., highest ranked). Participants perceived their
‘loved one’ (the person who has a SU and/or MH disorder) as being least similar to
their ‘usual self’ in terms of the personal constructs (i.e., lowest ranked).
Table 26
Descriptive Statistics for the Distance Measures Between the Element ‘Myself as I
usually am’ and all Other Elements at Time 1 and Time 2.
Element
‘My best self’ (US-BS)

‘Myself as I used to be’ (US-PS)

‘Myself as I will be in 12 months time’ (US-FS)

‘My family’ (US-F)

‘The support group’ (US-SG)

‘Me as I ought to be’ (US-OS)

‘Me as I would ideally like to be’ (US-IS)

‘My loved one’ (US-LO)

Time

Mean SD

1

2.83

1.60

2

2.86

1.43

1a

3.39

1.68

2b

3.33

1.88

1

3.55

1.69

2

3.21

1.83

1

3.75

1.55

2

3.67

1.17

1

3.83

1.42

2

3.76

1.16

1

4.39

1.88

2

3.83

1.96

1

4.52

1.75

2

4.18

2.07

1

5.45

1.67

2

4.82

2.25

Note. n=43; an=42; bn=41

MDS was conducted to identify the relationship between all the distance measures
‘US-elements’ in two dimensions. The MDS plot for the distance ‘US-elements’ at
T1 (Figure 10) yielded a stress of .046 and an RSQ of .9883, for a two dimensional
model, suggesting a good fit of the model to the data (Sturrock & Rocha, 2000).
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Dimension 1, is a measure of similarity to their ‘usual self’, that is how much the
participant perceived that a particular element was similar to their ‘usual self’. This
reflects the ranks in the distance measures between the ‘usual self’ and the other
elements (‘US-elements’; Table 26). Participants perceived their ‘best self’ (us_bs)
as most similar to their ‘usual self’. That is, participants evaluated these two elements
in a similar way in terms of the personal constructs. For example, participants may
have perceived that their ‘usual self’ and ‘best self’ had a similar rating in terms of
helpfulness. The participants perceived their ‘loved one’ (us_lo) as least similar to
their ‘usual self’. That is, participants evaluated these two elements differently in
terms of the personal constructs. For example, participants may have perceived their
‘loved one’ as very unhelpful and perceive themselves as very helpful. How similar
they perceived themselves to their family lies between these two extremes. The ‘ideal
self’ (us_is) and ‘ought self’ (us_os) were perceived as being more alike in terms of
how they were perceived in comparison to their ‘usual self’ in relation to the
personal constructs. The same can be said for the ‘support group’ (us_sg) and ‘future
self’ (us_fs).
Dimension 2 has the distance between ‘usual self’ and ‘past self’ (us_ps) at one end
and the distance between ‘usual self’ and ‘best self’, ‘family’ (us_f) and ‘loved one’
are a cluster at the other end of the dimension. Dimension 2 may reflect the notion of
interaction, that is, the type of interaction (e.g., communicates, thinks about, day to
day interactions) that the participants ‘usual self’ has with the other elements. The
participants perceived their ‘usual self’ as interacting differently with their ‘past self’
(e.g., less time thinking about), as this is a reflection of their past identity. However,
the participants interacted differently with their ‘best self’, ‘family’ and ‘loved one’
(e.g., more day to day communication). The participants perceived the type of
interactions they had with the ‘support group’ and ‘future self’ as alike (e.g., more
time thinking about), but different from the interactions with their ‘family’. The
interactions that participants had with their ‘ideal self’ and ‘ought self’ are alike (e.g.,
a goal to achieve), and different from their interactions with their ‘past self’ and
‘future self’.
ANOVAs or ANCOVAs (for the data with covariates, Appendix L) were conducted
at T1 to identify if there were significant differences in the distance measures ‘US136

elements’. At T1, Mauchly’s test indicated that the assumption of sphericity had been
violated, χ2 = 43.58, p < .05; therefore, the degrees of freedom were corrected using
Greenhouse-Giesser estimates of sphericity. The results indicate that there were no
significant differences between the distance measure ‘US-elements’, F(3.53, 82.02) =
2.49, p > .05, partial 𝜂2 = .17. Therefore, the result did not provide support for

Hypotheses 3a and 3b.

Figure 10. Multidimensional scaling plot of the distance measures of ‘myself as I
usually am’ (us) and all other elements at time 1 displaying: a) two-dimensional
relationships and b) significant similarities and differences. us_bs = us-best self
distance; us_f = us-family distance; us_fs – us-future self distance; us_is = us-ideal
self distance; us_lo = us-loved one distance; us_os = us-ought self distance; us_ps =
us-past self distance; us_sg = us-support group distance.
MDS plot for the distance measures ‘US-elements’, at T2 (Figure 11), yielded a
stress of .047 and an RSQ of .9939, for a two dimensional model, suggesting a good
fit of the model to the data (Sturrock & Rocha, 2000). Dimension 1, is the same as
T1, a measure of similarity to their ‘usual self’, with the ‘usual self’ and ‘loved one’
(us_lo_2) distance at one end and clustered together at the other end of the dimension
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are all the other ‘US–element’ distances. This is similar to the rankings in the
distance measures ‘US-elements’ (Table 26). The ‘loved one’ is perceived as being
the least similar to their ‘usual self’ when compared to all the other ‘US-element’
distances. This cluster suggests that the participants perceive all these elements, to
varying degrees, as being similar to their ‘usual self’, in that they all enact similar
personal constructs to themselves.
Dimension 2 has the ‘usual self’ and ‘past self’ (us_ps_2) distance at one end and
‘usual self’ and ‘ideal self’ (us_is_2) distance at the other end of the dimension with
all the other distance measures clustering around the centre. Dimension 2 may reflect
the notion of interaction over time that is, the type of interaction. This dimension
reflects the same notion as at T1. The participants perceived the type of interaction
their ‘usual self’ has with their ‘past self’ (e.g., less time thinking about) as being
different their interaction with their ‘ideal self’, ‘best self’ (us_bs_2) and ‘future self’
(us_fs_2; e.g., a goal to achieved). In the present participants perceived their ‘usual
self’ as having different interactions (e.g., more day to day interactions) with the
‘US–element’ distance measures around the zero line (e.g., us_sg_2, us_lo_2).
At T2 ANOVA’s or ANCOVA’s (for the data with covariates, Appendix L) were
conducted to identify if there were significant differences in the distance measures
‘US-elements’. Mauchly’s test indicated that the assumption of sphericity had been
violated, χ2 = 73.35, p < .01; therefore, the degrees of freedom were corrected using
Greenhouse-Giesser estimates of sphericity. The results indicate that there were
significant statistical differences between the distance measures ‘US-elements’,
F(4.03, 120.82) = 10.49, p < .05, partial 𝜂2 = .09. Post-Hoc tests revealed that the
‘usual self’ and ‘best self’ distance was statistically significantly different to all other
distance measures between ‘usual self’ and elements (p < .05 for all other elements),
except for the distance measures between ‘usual self’ and ‘past self’ and ‘future self’,
which indicates that these distance measures and ‘usual self’ and ‘best self’ distance
are perceived as statistically similar. Post-Hoc tests also revealed that the distance
measure between ‘usual self’ and ‘loved one’ was statistically significantly similar to
all elements (p > .05 for all other elements), except for the distance measures of
‘usual self’ and ‘future self’ and ‘best self’, which indicates that these distance
measures are perceived as statistically significantly different to the ‘usual self’ and
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‘loved one’ distance. In Figure 11 the distance measures which were perceived as
similar are enclosed within a loop (e.g., ‘best self’, ‘past self’ and ‘future self’). The
distance measures between ‘US-best self’ (green loop) and ‘US-loved one’ (red loop)
show overlaps with each other, via the ‘US–past self’ distance measure and with
other distance measures signifying that they were significantly similar. Therefore,
these results do not provide support for Hypothesis 3a and 3b.

Figure 11. Multidimensional scaling plot displaying the distance measures of ‘myself
as I usually am’ and all other elements at time 2: a) two-dimensional relationships
and b) significant similarities (indicated by loops) and differences. us_bs = us-best
self distance; us_f = us-family distance; us_fs – us-future self distance; us_is = usideal self distance; us_lo = us-loved one distance; us_os = us-ought self distance;
us_ps = us-past self distance; us_sg = us-support group distance.
A comparison of the distance measures between ‘Myself as I usually am’ and all
other elements for T1 and T2 are presented in Table 27. To identify if there were any
changes over time (T1 to T2) in the distance measures between ‘Myself as I usually
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am’ and other elements repeated measures ANOVA’s or ANCOVA’s (for those
distance measures with covariates, Appendix L) were conducted. It was found that
there were no statistically significant changes in how the participants rated their
‘usual self’ in relations to the other elements over 12 months (Table 27). Therefore,
these results did not provide support for Hypothesis 3c, 3d and 3e.
Table 27
Comparison of the Distance Measures Between the Element ‘Myself as I usually am’
and all Other Elements at Time 1 and Time 2.
Element
‘My best self’ (US-BS)

Time

N Mean

SD

1 30

2.82 1.62

2 30

2.78 1.39

1 42

3.39 1.68

2 42

3.29 1.89

‘Myself as I will be in 12 months
time’ (US-FS)

1 40

3.55 1.74

2 40

3.22 1.89

‘My family’ (US-F)

1 43

3.75 1.55

2 43

3.66 1.17

1 41

3.77 1.34

2 41

3.76 1.16

1 40

4.46 1.90

2 40

3.90 2.01

‘Me as I would ideally like to be’
(US-IS)

1 19

4.31 2.06

2 19

3.70 2.12

‘My loved one’ (US-LO)

1 31

5.54 1.69

2 31

4.82 2.24

‘Myself as I used to be’ (US-PS)

‘The support group’ (US-SG)

‘Me as I ought to be’ (US-OS)

F(1,26) = 1.63, p = .21

F(1,40) = 1.37, p = .25

F(1,38) = 3.48, p = .07

F(1,42) = 0.10, p = .75

F(1,40) = 0.00, p = .97

F(1,38) = 0.32, p = .58

F(1,16) = 0.12, p = .74

F(1,26) = 0.01, p = .92

6.4. Discussion
This chapter focused on the internal processes of identity, which involved the family
members’ own perceptions of their ‘different selves’ and ‘others’, in relation to the
personal constructs. It also involved how similar or dissimilar family members
perceive these ‘different selves’ and ‘others’ in relation to their ‘usual self’. Initially,
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the discussion focuses on the ratings of the ‘different selves’ and how these change
over time. The similarity of the ‘different selves’ and ‘others’ to the family members
‘usual self’ is then examined, with a focus on how these change over time. The link
between these internal processes of identity and family recovery is then discussed.
Hypothesis 2a predicted that participants would rate their ‘ideal self’ more highly in
terms of the positive pole of the personal constructs; the results of the study did not
provide support for this hypothesis. At Time 1, the family members’ ‘ideal self’ was
perceived as similar to their ‘ought self’ and their ‘future self’. The ‘ought self’ (how
you currently should be) can be viewed as a version of the ‘ideal self’ which is their
own or others beliefs about their responsibilities (Boyatzis & Akrivou, 2006;
Higgins, 1987). There is a guilt component to the ‘ought self’ (Higgins, 1987).
Therefore, it could be considered as a goal to achieve, which is to avoid the negative
feelings associated with guilt (Elliot, 2008). The ‘future self’ (how you would like
yourself to be 12 months from now, realistically) can be considered as a component
of the ‘ideal self’, where a desired ‘future self’ is an image of what is hoped for
(Boyatzis & Akrivou, 2006; Vignoles, et al., 2008). Therefore, the family members
‘future self’ is a goal towards which family members move (Elliot, 2008) or strive to
achieve.
The results of the study did not provide support for Hypothesis 2b which predicted
that participants would rate their ‘loved one’ less highly in terms of the positive pole
of the personal constructs. The ‘loved one’ was perceived as similar to the family
members ‘family’ and ‘past self’, at Time 1. The ‘past self’ (how you viewed
yourself prior to your ‘loved one’ having an alcohol other drug/mental health
disorder) may be viewed as being a better time for family members. There may have
been less conflicts and more harmony between all members of the family and loved
one (Pejlert, 2001). This perception is understandable as conflicts in families arise
due to the negative impact of their loved one’s SU and/or MH disorder (e.g., Butler
& Bauld, 2005; Pickett-Schenk, et al., 2000; Townsend, et al., 2006).
Hypotheses 2a and 2b were also not supported at Time 2. There were no significant
differences between how the participants rated any of the elements in relation to the
personal constructs. Therefore, the ‘ideal self’ and the ‘loved one’ were statistically
similar. The results regarding changes over time in the way family members rated
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their ‘different selves’ and ‘others’ in terms of the personal constructs did not
provide support for Hypothesis 2c. However, as expected there was a trend of
increased ratings for all elements, except the ‘ideal self’ and ‘ought self’. The ‘ideal
self’ and ‘ought self’ both decreased in terms of their ratings on the personal
constructs, although not significant, it was not in the predicted direction. Possible
reasons for this decrease include family members revising their expectations of the
‘ideal/ought self’. Other constructs may have become more important over the 12
months or the ‘ideal/ought self’ may be perceived as less than perfect, or more
realistically. Both of these may be a reflection of a re-evaluation of the self (Spaniol,
2010). This trend in increased ratings for the ‘loved one’ (lowest ranked) and
decreased ratings for the ‘ideal self’ (highest ranked) may explain the reason for no
significant differences between these elements at Time 2, as the overall range of
ratings between ‘ideal self’ and ‘loved one’ had decreased.
The fourth research question was focussed on exploring the relationships between the
average element ratings, which was examined using MDS. When comparing the
average element plots, at Time 1 and Time 2 (Figures 8 and 9), the first dimension
was the same, in that it represented how much the average elements reflected the
personal constructs. The ‘ideal self’ reflected the positive pole of the personal
constructs the most, this is in line with the concept of the ideal self being comprised
of positive personal characteristics (Zentner & Renaud, 2007). The ‘loved one’
mirrored the positive pole of the personal constructs the least, this reflected the
notion of conflict between the ‘loved one’ and his or her family. Therefore, family
members perceived their loved one more negatively (Griffin & Botvin, 2010; Kleber
et al., 2007).
The second dimension represents the struggles family members were having with
their identities. Initially, family members were struggling to clarify the identities of
the elements from each other. All elements, except for the ‘past self’, were close to
each other; therefore, perceived as being similar. After 12 months there is a
clarification of identity, where family members could not only perceive a past and
present but also a future self; ‘ideal self’ and ‘past self’ were at opposite ends of this
dimension. The ‘ideal self’ was in the same quadrant as the ‘future self’ and ‘best
self’, suggesting these elements share some common qualities; for example, positive
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personal characteristics (Zentner & Renaud, 2007). This suggests that the ‘ideal self’
may be something that family members wish to strive towards (Vignoles, et al.,
2006). The understanding of their loved one’s identity has been clarified over time,
where there was a separation between their loved one and all the other elements. This
again comes from the perspective of self-renewal, where family members become
more empathetic and connected to themselves, which brings about a new
understanding of others (Kearney & O'Sullivan, 2003; Spaniol, 2010).
Hypothesis 3a predicted that participants would rate their ‘best self’ as most similar
to their ‘usual self’; the results of the study did not provide support for this
hypothesis. At Time 1 there were no statistically significant differences in the
distance measures between ‘usual self’ and the elements. Therefore, all elements
(including ‘best self’ and ‘loved one’) were perceived as being similar to the usual
self. At Time 2 ‘best self’ was perceived as being statistically similar to ‘future self’
and ‘past self’. This supports the idea of growth, where there is a transition period of
letting go of previous perceptions of self and developing and moving towards a new
perception of self (Spaniol, 2010). This is in accordance with the concept of
posttraumatic growth which is not a return to previous functioning but an
improvement in functioning (Tedeschi & Calhoun, 2004). Another explanation could
be that there is difficulty in letting go of the past. As the past may represent better
times or may be family members have difficulty in identifying other options. Family
members may be stuck with one vision of the future, that is a fixed mindset (Dweck,
2006). Family members can only perceive that their future will be dominated by their
loved one’s SU and/or MH disorder where they focus on the past and present to
avoid the future. That is, using avoidance motivation to help them cope with their
present situation (Elliot, 2008). If family members develop a clear picture of what
they want their future to be (e.g., ‘future self’, ‘ideal self’), it becomes easier to
envisage the future as something to move towards; that is using approach motivation
to achieve their goals (Elliot, 2008).
The results of the study did not provide support for Hypothesis 3b, which predicted
that participants would rate their ‘loved one’ as most dissimilar to their ‘usual self’.
As mentioned in the previous paragraph the ‘usual self’ distance measure for the
‘best self’ and ‘loved one’ were perceived as statistically similar at Time 1. At Time
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2 ‘loved one’ was perceived as statistically similar to all ‘usual self’ distances
measures, except for ‘best self’ and ‘future self’ distances. The distance measure
between ‘usual self’ and ‘past self’ provides an interesting connection between the
distance measure of the ‘usual self’ and ‘best self’ as well ‘loved one’. Family
members may perceive their ‘past self’ as a way of connecting themselves to their
‘best self’ and their ‘loved one’. As mentioned previously in this section, the ‘best
self’ may represent a transition between the past (previous images of self) and future
(new images of self; Spaniol, 2010). The similarity of family members ‘usual self’
with their ‘past self’ may be a way in which they connect with the positive
characteristics of their loved one prior to his or her SU and/or MH disorder,
especially if she or he were not in recovery (Pejlert, 2001). This enables family
members ‘usual self’ to be perceived as similar to both their ‘past self’ and their
‘loved one’.
Hypotheses 3c and 3e predicted that participants would rate their ‘ideal self’, ‘ought
self’, ‘future self’, ‘best self’, ‘support group’, ‘family’ and ‘loved one’ as being
more similar to their ‘usual self’ in regards to the personal constructs over time. The
results of the study did not provide support for these hypotheses. However, there was
a trend in that these ‘usual self’ distances measures decreased over time; therefore,
family members perceived these elements as more similar to their ‘usual self’, which
was in the predicted direction (Catina & Tschuschke, 1993; Winter, 1992). The
results also did not provide support for Hypothesis 3d which predicted that
participants would rate their ‘past self’ as less similar to their ‘usual self’ in regards
to personal constructs over time. However, the distance measures between the ‘usual
self’ and ‘past self’ decreased over time. Therefore, family members perceived their
‘past self’ as more similar to their ‘usual self’; although, not significant it was not in
the predicted direction. A possible reason is that perhaps as family members are
familiar with their ‘past self’ they are using this ‘self’ as a way of comparing and
clarifying their identities (e.g., Cross & Markus, 1991; Markus & Nurius, 1986).
Therefore, over 12 months family members did not change their perception of how
similar the elements were to their ‘usual self’. The lack of significant change over
time may be a factor of element ratings as well as the ‘usual self and element’
distances, as described previously in this section.
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The fourth research question was focussed on exploring the relationships between the
distance measure of ‘usual self’ and the ‘elements’, which was examined using
MDS. When comparing the distance measures, at Time 1 and Time 2 (Figures 10 and
11), the first dimension was the same in that it represents how much the elements
were similar to the family members ‘usual self’. The ‘best self’ was perceived as
most similar to their ‘usual self’, this reflects the notion of the ‘best self’ enacting
those qualities (e.g., strengths) that family members practice and enact in their
everyday lives (Roberts, et al., 2005). The ‘loved one’ was perceived as least similar
to their ‘usual self’, this again reflects the notion of conflict between the ‘loved one’
and his or her family. Therefore, family members perceived their loved one
differently from their ‘usual self’ (Griffin & Botvin, 2010; Kleber, et al., 2007).
The second dimension may represent the type of interaction (e.g., communicates,
thinks about) that their ‘usual self’ has with each element. At both Time 1 and 2 there
is not as much interaction with the ‘past self’ (e.g., not reflect on as much), as it
focused on life prior to the SU and/or MH disorder. At Time 1 ‘family’, ‘loved one’
and ‘best self’ were at the opposite end of this dimension suggesting that at the
present time (e.g., day to day contact) there was more interaction with these
elements. At Time 2, the ‘past self’ and ‘ideal self’ are at opposite ends of this
dimension. The ‘past self’ was reflecting life prior to SU and/or MH disorder and the
‘ideal self’ was reflecting the life in the future. Family members may interact with
their ‘ideal self’ (e.g., think about) as behaviours or values to enact in the future, as
this self has characteristics which they are trying to achieve (Sheldon & Elliot, 1999;
Vignoles, et al., 2008). All the other ‘usual self’ distance measures may represent the
interaction that the ‘usual self’ has in the present time (e.g., day to day contact) with
those elements (e.g., ‘loved one’, ‘best self’, ‘support group’).
In the initial chapters of this thesis the concept of ‘Personal and Relational
Empowerment’ was introduced as a concept that could be used to describe the
process of family recovery. When looking at the average elements over time there
were no significant changes to these ratings. However, there was a change in how the
average elements were perceived over time. Initially, family members could only
perceive the past and present; however, after 12 months they could perceive the
future. This relates well with ‘personal and relational empowerment’. After 12
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months, the ‘ideal self’ was in the same quadrant as ‘best self’ and ‘future self’
indicating that these elements have common features, for example the future focus,
or enacting strengths. Family members use their own strengths, goals and values to
promote their own growth and development towards self-actualisation or living their
potential (e.g., Butt, 2008; Linley, et al., 2004). Therefore, over time family members
are able to perceive a future that reflects the positive pole of the personal constructs
and a life that they wish to live.
In MDS plots of the distance measures between the ‘usual self’ and ‘elements’ the
only change over time was the addition of the future to the concept of interactions.
Again, like in the average elements it relates to the concept of ‘personal and
relational empowerment’. Initially, family members perhaps focussed on the present
in trying to cope and survive the demanding impact their loved one’s SU and/or MH
disorder has on their intrapersonal and interpersonal relationships. That is, focussing
on the lower order needs. However, after 12 months family members were able to
focus on the future and imagine what life might be like for them regardless of what
their loved one chooses to do, they have a goal and ideal self to move towards and
practice. That is, family members were focussed on the higher order needs. Although
identity is acknowledged as a process of recovery, how does identity relate to the
other themes associated with recovery such as stigma, hope, grief and well-being?
This is the focus of the next chapter.
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CHAPTER 7:
IDENTITY &
RECOVERY
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The purpose of this chapter was to examine the relationship between changes in
personal identity and changes in the themes of recovery, over 12 months. That is, to
determine whether changes in personal identity (self-discrepancy) predict changes in
the recovery themes.
As stated in Section 3.1, personal identity can influence, or be influenced by, the
consequences of caring for a loved one with a SU and/or MH disorder. Often family
members, in particular parents, describe themselves as being a failure. This
perception may be in part due to the stigma, shame, and embarrassment they feel in
relation to their loved one’s SU and/or MH disorder and other people’s reactions
(Butler & Bauld, 2005; Corrigan & Miller, 2004). This stigma often leads to social
isolation which inhibits the family member from seeking external support (e.g.,
friends, counsellors, general practitioners).
Ambiguous loss, as described in Section 3.1, is often experienced by family members
who have a loved one with a SU and/or MH disorder. Family members often grieve
for the person their loved one once was or could have been (Tubb & Boss, 2000).
Grief is felt not only in relation to family members’ loved ones, but also to their own
lost potential and the continual impact that their loved one’s SU and/or MH disorder
will have on their own life. This ambiguous loss is associated with a loss of one’s
identity, poorer health and well-being (Oreo & Ozgul, 2007).
Due to the struggle to cope with maintaining their own lives and supporting their
loved one, some family members report that they lose themselves, and this interferes
with their well-being and growth (Karp & Tanarugsachock, 2000; Tuck, et al., 1997).
However, as family members become more actively involved in their own lives and
live a meaningful life (e.g., living life in line with their own values), this may lead to
feelings of empowerment and experiences of growth (Lewis, et al., 2004). This
empowerment and growth enables family members to develop positive images of
themselves (i.e., ideal self) which they can choose to enact, particularly during times
of uncertainty (Schlesinger & Horberg, 1994).
A variety of questionnaires were used to measure the levels of negative and positive
caregiving experiences, including the subscales of stigma (Experiences of caregiving
inventory, ECI; Szmukler, Burgess, et al., 1996), grief (Marwit-Meuser cargiving
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grief inventory - Short form, MMCGI-SF; Marwit & Meuser, 2005), hope (State
Hope Scale, SHS; Snyder, et al., 1996), well-being (Mental health continuum - Short
form, MHC-SF; Keyes, et al., 2008) and family recovery (Family Recovery Measure,
FRM, Buckley-Walker et. al., 2008). The relationship between the scores obtained
on these questionnaires and the how family members perceived their usual selves in
relation to their ideal selves over time was explored.
As stated previously, the ideal self represents those positive characteristics that
family members would like to be enacting, which in turn may be associated with
more positive experiences for themselves and their loved one. Happiness has been
found to reflect lower self-discrepancy (Heppen & Ogilive, 2003), so the more an
individual perceives her or himself to be living in line with his or her ideal self, the
more he or she will be likely to experience personal and relational benefits. Selfdiscrepancy (Higgins, 1987) relates to the ‘usual self’ and ‘ideal self’ distance as
measured by the repertory grid. A change in self-discrepancy occurs when people
alter their perception of how much their ‘usual self’ is similar (i.e., a decrease in
distance between the usual and ideal self) or dissimilar (i.e., an increase in distance
between the usual and ideal self) to their ‘ideal self’.
It was expected that as family members perceive themselves as more similar to their
ideal self they would report higher levels of hope (Boyatzis & Akrivou, 2006).
Higher levels of reported well-being were also expected, as a movement towards an
‘ideal self’ is “associated with a wide range of personal benefits, including enhanced
life satisfaction and superior psychological adjustment” (Rusbult et al., 2005, p. 380).
Further, it was expected that family members would report higher levels of positive
caregiving experiences and more advanced family recovery. It is anticipated that
there will also be a decrease in grief and negative caregiving experiences when
participants perceive themselves as more similar to their ideal self. Higgins (1987)
stated that an increase in self-discrepancy leads to dejected emotions such as
depression (Heppen & Ogilive, 2003) and sadness (i.e., a negative affect). However,
decreased self-discrepancy (i.e., family members perceive themselves as more
similar to their ideal self) is associated with an increase in positive affect (Boyatzis &
Akrivou, 2006). The positive affect can be used to reinterpret or reappraise their
situation (Trute, Benzies, Worthington, Reddon, & Moore, 2010). Therefore, as
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family members perceive changes in how similar they are to their ‘ideal selves’ (i.e.,
decrease in self-discrepancy) they will likely experience less negative emotions,
stigma, dependency, and difficult behaviours.
Research question and hypotheses:
6. What are the changes in the processes associated with recovery, such as grief,
coping, well-being and stigma over 12 months?
a) Over 12 months there will be an increase in hope, well-being, positive
caregiving experiences and recovery.
b) Over 12 months there will be a decrease in grief and negative caregiving
experiences.
7. What is the relationship between changes in identity and changes in the processes
associated with recovery over 12 months?
a) As participants perceive themselves as more similar to their ideal self (selfdiscrepancy decreases), there will be increases in the levels of hope, wellbeing, positive caregiving experiences and recovery.
b) As participants perceive themselves as more similar to their ideal self (selfdiscrepancy decreases), there will be decreases in the levels of grief and
negative caregiving experiences.
c) The changes over 12 months in identity (changes in self-discrepancy) will
predict changes in the levels of hope, well-being, positive caregiving
experiences, recovery, grief and negative caregiving experiences.
7.1. Procedure for the Longitudinal Study
Forty-four participants were recruited with consent from the Salvation Army, NSW
as described in Section 4.1. Nineteen of the 44 participants took part in an interview
where they completed their first questionnaire package (Appendix B, C, D, E, F and
G) plus the repertory grid. The repertory grid for this group contained constructs
elicited from the participant, as described in Section 4.3.8 and 4.3.9 (Appendix J).
The other 25 participants completed their questionnaire packages and returned them
via post to the main researcher. The first questionnaire package was completed at
Time 1 and the last 12 months later, and contained all questionnaires and fixed
repertory grid as outlined in Section 4.3 (Appendix J and K). Again, to reduce
ordering effects, the questionnaires and elements for the fixed repertory grid were
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placed in random order and the repertory grid was randomised to be completed either
before or after the other questionnaires.
7.2. Analysis of Data
A full explanation of the analyses was given in Section 4.5.5. In brief, either a
repeated measures ANOVA or an ANCOVA (due to covariates, Appendix L) were
conducted with Bonferroni adjustments, to identify changes in the variable scores,
from Time 1 (T1) to Time 2 (T2), in each questionnaire (hope, well-being,
caregiving experiences, grief and recovery). These analyses enabled Hypothesis 6a
and 6b to be answered. To allow Hypothesis 7a and 7b to be answered, correlational
analyses were conducted to identify if there were relationships between the changes
in self-discrepancy and changes in the scores from the questionnaires over time,
using the residual gains scores. For the correlations that were statistically significant,
hierarchal multiple regression analyses (HMRA) were used to determine if the
changes in self-discrepancy are significantly able to predict changes in the scores in
the questionnaires. The HMRA was conducted in 2 steps: step 1 included change in
self-discrepancy as the predictor variable; step 2 included change in self-discrepancy
as the predictor variable and covariates. Hypothesis 7c was tested by these analyses.
7.3. Results
7.3.1. What are the changes in the processes associated with recovery, such as,
grief, coping, well-being and stigma over 12 months?
7.3.1.1.

Positive impacts on recovery

The adjusted (controlling for covariates) and unadjusted means and standard
deviations for the State Hope Scale’s (SHS) subscales and total, at T1 and T2, are
presented in Table 28. As outlined in Section 5.3.2.1, the SHS measures state hope
which is scored in relation to current circumstances. The mean scores for the
pathways and agency subscales suggest that participants were determined and have a
variety of approaches in how they achieve their goals. The mean score for total hope
suggests that participants were hopeful in terms of achieving their goals.
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Table 28
Descriptive Statistics of SHS at Time 1 and Time 2
Unadjusted

Adjusted

Subscales and total Time

Mean

SD

Mean a

SD

Pathway

1

16.50

4.59

17.05

5.29

2

17.87

4.10

18.43

5.21

1

15.07

5.40

16.63

4.67

2

17.06

3.93

17.30

4.35

1

31.57

9.23

33.68

9.75

2

34.93

7.72

35.73

9.42

Agency

Total Hope

Note. N=44; an= 19

To identify if significant changes occurred over 12 months (T1 to T2) in the
participants’ scores in the SHS subscales and total, ANCOVAs were conducted (due
to covariates, Appendix L). There were significant differences over the 12 months in
participants’ scores in the SHS (Table 28). Participants’ scores significantly
increased in Pathway, F(1,16) = 8.21, p = 011, 𝜂2 = .34; Agency, F(1,14) = 4.70, p =

.048, 𝜂2 = .25; and Total Hope, F(1,15) = 6.73, p = .020, 𝜂2 = .31, over 12 months

These findings, that family members increased the variety of ways, the determination
and overall hope they had in achieving their goals over 12 months, provide support
for Hypothesis 6a.

The adjusted (controlling for covariates) and unadjusted means and standard
deviations for the Mental Health Continuum – Short Form (MHC-SF), at T1 and T2,
are presented in Table 29. Lamers et al. (2011) evaluated the psychometric properties
of the MHC-SF, where the descriptive data were evaluated in terms of the average
item score. Therefore, to enable a comparison between the descriptive data in this
study and that found in the Lamers et al. (2011) study, each of the mean scores was
divided by the number of items in each subscale. The average item scores in this
study for Emotional well-being (EWB; T1 = 3.29; T2 = 3.75), Social well-being
(SWB; T1 = 2.39; T2 = 2.68), Psychological well-being (PWB; T1 = 3.22; T2 =
3.26) and Total well-being (TWB; T1 = 2.49; T2 = 3.15) are lower than those found
in the general population (EWB = 4.67; SWB = 3.33; PWB = 4.18; TWB = 3.98;
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Lamers, et al., 2011). Therefore, this suggests that the participants had lower overall
well-being, when compared to the general population.
Table 29
Descriptive Statistics of MHC-SF at Time 1 and Time 2
Unadjusted
Subscales and total
Emotional Well-Being (EWB)

Social Well-Being (SWB)

Psychological Well-Being (PWB)

Total Well-Being (TWB)

Adjusted

Time

Mean

SD

Mean

SD

1

9.87

3.74

11.07 a

3.02

2

11.06

2.86

11.63 a

3.08

1

11.93

5.76

11.76b

5.86

2

13.41

5.64

13.24b

5.74

1

19.34

7.63

18.95b

7.74

2

19.58

7.84

19.43b

8.00

1

41.13

15.44

40.43b

15.65

2

44.04

14.87

43.83b

15.21

Note. N=44; an=22; bn=41

To identify if significant changes occurred over 12 months (T1 to T2) in the
participants’ scores in the MHC-SF subscales and total, ANCOVAs were conducted
(due to covariates, Appendix L). It was found that there were no significant
differences over 12 months in the participants’ scores in the subscales of the MHCSF (all p > .05). However, there was a significant difference in the participants’
scores in Total Well-being, F(1,37) = 4.67, p =.037, 𝜂2 = .11. This finding indicates

that family members increased their overall well-being over 12 months providing
partial support for Hypothesis 6a.
The adjusted (controlling for covariates) and unadjusted means and standard
deviations for the Family Recovery Measure (FRM), at T1 and T2, are presented in
Table 30. The mean scores for Grief are low suggesting that the participants were
experiencing feelings of grief. The Individuation mean scores suggest that
participants were able to focus on themselves. The mean scores for the interpersonal
subscale suggest that participants were able to socialise and have a balance between
themselves and family. The mean Total FRM scores suggests that the participants
were more advanced in their recovery, in that they are able to separate themselves
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from their loved one and their interpersonal relationships are given more importance.
The participants’ scores suggest they were recovered to some degree.
Table 30
Descriptive Statistics of the FRM at Time 1 and Time 2
Unadjusted
Subscales
Grief

Individuation

Interpersonal

Total FRM

Adjusted

Time

Mean

SD

Mean

SD

1

1.75

2.01

1.63b

1.94

2

3.27 a

2.19

3.33b

2.23

1

4.99

2.86

6.62c

2.40

2

5.06 a

1.42

5.22c

1.06

1

5.86

2.19

6.40d

1.99

2

3.75 a

1.29

3.62d

1.14

1

12.60

5.95

15.30c

5.91

2

12.06 a

2.93

13.01c

2.76

Note. n=43; an=40; bn=38, cn=16, dn=18

To identify if significant changes occurred over 12 months (T1 to T2) in the
participants’ scores in the FRM subscales and total, ANCOVAs were conducted (due
to covariates, Appendix L). It was found that there were significant differences over
the 12 months in the participants’ scores in the FRM. Participants’ scores statistically
significantly decreased in Individuation, F(1,10) = 5.52, p = .041, 𝜂2 = .36, and Total
FRM, F(1,10) = 8.54, p = .015, 𝜂2 = .46. This result signifies that family members

perceived more involvement with their loved one and felt less recovered over the 12
months and does not provide support for Hypothesis 6a. These results will be
explored further in the discussion section at the end of this chapter.
The adjusted (controlling for covariates) and unadjusted means and standard
deviations for the Experience of Caregiving Inventory (ECI) positive subscales and
total, at T1 and T2, are presented in Table 31. As described in Section 5.3.2.1, a
number of studies have investigated caregiving experiences such as carers of people
with a first episode psychosis (Addington, et al., 2003) and schizophrenia (Szmukler,
Herrmans, et al., 1996). The mean scores obtained in this study are slightly higher in
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rewarding personal experience (RPE; first episode psychosis -15.8; schizophrenia 16.3) and slightly lower on good aspects of the relationship (GAR; first episode
psychosis -14.05; schizophrenia -12.8) when compared to the descriptive data from
Addington et al. (2003) and Szmukler et al. (1996). Positive caregiving experience
(PCE) subtotal means scores suggest that the participants were experiencing more
positive caregiving experiences.
Table 31
Descriptive Statistics of Positive ECI at Time 1 and Time 2
Subscales and subtotal
Rewarding Personal Experiences (RPE)

Good Aspects of the Relationship (GAR)

Positive Caregiving Experiences (PCE)

Time
1

Mean
17.94

SD
6.04

2

18.48

6.59

1

10.80

6.01

2

10.37

5.76

1

28.74

10.76

2

28.85

10.70

Note. N=44

Repeated measures ANOVAs (Bonferroni adjusted) were conducted, as there were
no covariates, to identify if significant changes occurred over 12 months (T1 to T2)
in the participants scores in the positive ECI subscales and subtotal. There were no
statistically significant differences (p >.05 for all subscales and subtotal) over 12
months in the any of the positive ECI subscales or subtotal; these findings do not
provide support for Hypothesis 6a.
These findings in regards to the positive impacts on recovery and self-discrepancy
provide partial support for Hypothesis 6a. Based on the analyses, the participants’
scores significantly increased in hope and total well-being over the 12 months.
However, the participants’ scores on FRM individuation and total recovery
significantly decreased over 12 months. These results will be explored further in the
discussion section at the end of this chapter.
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7.3.1.2.

Negative impacts on recovery

The adjusted (controlling for covariates) and unadjusted means and standard
deviations for the ECI negative subscales and subtotal, at T1 and T2, are presented in
Table 32.
Table 32
Descriptive Statistics of Negative ECI at Time 1 and Time 2
Unadjusted
Subscales
Difficult Behaviours (DB)

Negative Symptoms (NS)

Stigma (S)

Problems With Services (PWS)

Effects on the Family (EF)

Need to Provide Backup (NTB)

Dependency (D)

Loss (L)

Negative Caregiving Experiences (NCE)

Adjusted

Time Mean

SD

Mean

SD

1 15.90

9.20

11.80a

8.66

2 15.98

9.96

10.10a

8.60

1 12.68

7.17

9.25a

6.85

2 13.02

7.94

8.90a

8.25

1

6.68

5.00

4.10a

3.78

2

5.77

5.59

3.05a

4.06

1

9.56

7.44

10.22b

7.29

2

9.29

7.40

9.75b

7.37

1 12.18

6.21

12.42b

6.22

2 11.22

6.48

11.35b

6.57

1 11.50

6.33

8.71c

6.36

2 10.78

6.33

7.32c

5.49

1

9.82

4.31

8.64d

4.41

2

8.91

4.97

6.68d

4.44

1 13.43

6.25

12.00e

7.31

2 11.41

6.71

8.00e

7.76

1 91.68 40.39

73.40a

41.16

2 86.36 46.74

60.32a

42.16

Note. N=44; an=20; bn=41; cn=19; dn=22; en=17

As described in Section 7.3.1.1, there have been studies which have investigated
caregiving experiences of people experiencing first episode psychosis (Addington, et
al., 2003) and those caregivers experiencing schizophrenia (Szmukler, Herrmans, et
156

al., 1996). The mean scores obtained in this study are lower for those caring for first
episode psychosis (DB-13.85; NS- 13.45; S- 6.32; PWS- 11.24; NTB- 10.31; D10.52; L- 12.53; NEC- 87.58; Addington, et al., 2003) and schizophrenia (DB- 11.2;
NS- 10.6; S- 5.5; PWS- 13.3; NTB- 8.9; D- 10.1; L- 12.5; NCE- 82.5; Szmukler,
Herrmans, et al., 1996), except Effects on family (EF) which are generally higher
(first episode psychosis EF-9.36; schizophrenia EF-10.4), which suggests that the
participants perceive their loved one with a SU and/or MH disorder as having more
impact on the family.
To identify if significant changes occurred over 12 months (T1 to T2) in the
participants’ scores in the negative ECI subscales and subtotal, ANCOVAs were
conducted (due to covariates, Appendix L). It was found that there were no
statistically significant differences (p >.05 for all subscales and subtotal) over 12
months in any of the negative ECI subscales or subtotal and this did not provide
support for Hypothesis 6b.
The adjusted (controlling for covariates) and unadjusted means and standard
deviations for the Marwitt Mueser Caregiving Grief Inventory – Short Form
(MMCGI-SF), at T1 and T2, are presented in Table 33. The mean scores obtained in
this study are lower than those found in carers’ of relatives with dementia (PSB-20.2;
WFI-16.6; Marwit & Meuser, 2005). The scores below fall in the average range as
outlined by Marwit and Meuser (2005), which suggest this population were
displaying common grief reactions.
Table 33
Descriptive Statistics of MMCGI-SF at Time 1 and Time 2
Unadjusted
Subscales
Personal Sacrifice Burden (PSB)

Worry and Felt Isolation (WFI)

Adjusted

Time

Mean

SD

Mean

SD

1

16.94 a

5.65

16.86b

5.77

2

16.24

6.22

16.21b

6.40

1

17.83 a

5.88

15.71c

6.30

2

15.94

5.95

13.08c

5.76

Note. N=44; an=43; bn=41; cn=22
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To identify if significant changes occurred over 12 months (T1 to T2) in the
participants’ scores in the MMCGI-SF, ANCOVAs were conducted (due to
covariates, Appendix L). It was found that there was a significant difference in the
Personal sacrifice and burden (PSB). Participants’ scores significantly decreased,
F(1,39) = 8.53, p = .006, 𝜂2 = .18, over 12 months. This finding suggests that
participants perceive less personal impacts and burdens from their loved one over the

twelve months. However, there were no statistically significant differences (p >.05)
in the subscale of worry and felt isolation (WFI) over the 12 months providing partial
support for Hypothesis 6b.
These findings provide partial support for Hypothesis 6b. As the participants, over 12
months, significantly decreased in their scores in PSB. However, there were no other
significant decreases in grief or negative caregiving experiences.
7.3.2. What is the relationship between changes in identity and changes in the
processes associated with recovery over 12 months?
To identify if there is a statistically significant relationship between changes in selfdiscrepancy and changes in scores in the SHS, MHC-SF, FRM, ECI and MMCGISF, either Pearson or partial correlations (due to covariates, Appendix L), were
conducted using residual gains (see Table 34). The residual gains were computed for
the changes (T1 to T2) in the scores for self-discrepancy and each questionnaire
(refer to Section 4.5.3 for further detail in regards to the method for computing the
residual gains). There were statistically significant correlations between changes in
self-discrepancy and changes Pathway, EWB, SWB, TWB, and Interpersonal.
Therefore, Hypothesis 7a was partially supported, in that as participants perceived
themselves as more similar to their ideal self they were more hopeful, have increased
their well-being and the quality of their relationships. However, Hypothesis 7b was
not supported, as there were no significant relationships between changes in identity
and changes in the negative experiences of caregiving and grief over 12 months. The
number of correlations may have been influenced by the low samples sizes in some
analyses due to covariates (e.g., DB and NEC).
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Table 34
Correlations

Between

Standardised

Residuals

of

the Questionnaires

and

Standardised Residuals of Self-discrepancy
Questionnaire

Subscales/Totals (df)

Self-discrepancy

SHS

Pathway (25)

-.43*

Agency (13)

-.22

Total Hope (14)

-.32

Emotional Well-being (EWB; 18)

-.55*

Social Well-being (SWB; 33)

-.35*

Psychological Well-being (PWB; 33)

-.30

Total Well-being (TWB; 32)

-.40*

Grief (35)

-.01

Individuation (9)

.04

Interpersonal (13)

-.58*

Total FRM (9)

.22

Rewarding Personal Experiences (RPE; 43)

.01

Good Aspects of the Relationship (GAR; 43)

-.24

Positive Experiences of Caregiving (PEC; 43)

-.13

Difficult Behaviours (DB; 11)

.41

Negative Symptoms (NS; 14)

.17

Stigma (S; 14)

.22

Problems with Services (PWS; 37)

.21

Effects on the Family (EF; 37)

.19

Need to Provide Backup (NTB; 13)

-.11

Dependency (D; 18)

.05

Loss (L; 14)

.35

Negative Experiences of Caregiving (NEC; 14)

.43

Personal Sacrifice and Burden (PSB; 37)

.18

Worry and Felt Isolation (WFI; 15)

.06

MHC-SF

FRM

ECI positive

ECI negative

MMCGI-SF

Note. *p<.05
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7.3.3. It is predicted that changes in identity (self-discrepancy) will predict changes
in hope, well-being and recovery over 12 months.
As described in Section 7.3.2, there were statistically significant correlations between
changes in self-discrepancy and changes in hope, well-being and the quality of the
relationships that the participants have. Hierarchal multiple regression analysis were
conducted on the statistically significant correlations in order to identify whether
changes in self-discrepancy are able to predict changes in hope, well-being and the
quality of the relationships.
Table 35
Unstandardised (B) and Standardised (𝛽) Regression Coefficients, and Squared
Semi-Partial Correlations (sr2) for each Predictor in a Regression Model Predicting
Changes in Pathway
Variable

𝛽

sr2

-.48

. 23

.19

-.45

.17

-.00

.00

-.05

.00

-.17

.35

-.09

.01

.08

.16

.10

.01

B

SE B

-.04

0.15

-.48**

0.17

Constant

.04

.64

Self-discrepancy

-.45*

How long have you not lived with your
loved one
Is your loved one in recovery?
How often did you attend the support
group in the last 12 months?

Step 1
Constant
Self-discrepancy
Step 2

Note: *p<.05; **p<.01

Do changes in self-discrepancy predict changes in pathway? On step 1 of the
HMRA, residual gains in self-discrepancy accounted for a statistically significant
22.8% of the variance in residual gains in pathways, R2 = .23, R2adj = .20, F(1,28) =
8.26, p = .008. On step 2, the covariates of ‘How long have you not lived with your
loved one’, ‘Is your loved one in recovery?’, and ‘How often did you attend the
support group in the last 12 months?’ were added to the equation and accounted a
further 1.4 % of the variation in changes in pathway, ∆R2 = .01, ∆F(3,25) = .15, p =
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.93. As can be seen from Table 35, the only statistically significant predictor of
pathways in the regression model was self-discrepancy (sr2 = .23). This model
produced a medium to large effect size, f2 = .30.
Are changes in EWB predicted by changes in self-discrepancy? On step 1 of the
HMRA, residual gains in self-discrepancy accounted for a statistically significant
23.3% of the variance in residual gains in emotional well-being, R2 = .23, R2adj = .19,
F(1,19) = 5.78, p = .027. On step 2, the covariate of ‘How long has your loved one
been in recovery?’ was added to the regression equation and accounted an additional
11.3% of the variation in changes in EWB, ∆R2 = .11, ∆F(1,18) = 3.12, p = .09. As
can be seen from Table 36, the only statistically significant predictor of EWB in the

regression model was self-discrepancy (sr2 = .23). This model produced a medium
effect size f2 = .24.
Table 36
Unstandardised (B) and Standardised (𝛽) Regression Coefficients, and Squared
Semi-Partial Correlations (sr2) for each Predictor in a Regression Model Predicting
Changes in Emotional Well-being (EWB)
Variable
Step 1
Constant

𝛽

B

SE B

sr2

-.48

. 23

-.05

.21

-.56*

.22

Constant

-.47

.31

Self-discrepancy

-.59*

-.21

-.53

.28

.01

.34

.11

Self-discrepancy
Step 2

How long has your loved one been in .01
recovery?
Note: *p<.05

Do changes in self-discrepancy predict changes in SWB? On step 1 of the HMRA,
residual gains in self-discrepancy accounted for a statistically significant 18.1% of
the variance in residual gains in social well-being, R2 = .18, R2adj = .16, F(1,36) =
7.95, p = .008. On step 2, the covariates of ‘Age of loved one’, ‘Is your loved one in
recovery?’, and ‘How often did you attend the support group in the last 12 months?’
were added to the regression equation and accounted an additional 5.4% of the
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variation in changes in SWB, ∆R2 = .05, ∆F(3,33) = .78, p = .52. As can be seen from

Table 37, the only statistically significant predictor of SWB in the regression model
was self-discrepancy (sr2 = .18). This model produced a medium effect size f2 = .22.

Table 37
Unstandardised (B) and Standardised (𝛽) Regression Coefficients, and Squared
Semi-Partial Correlations (sr2) for each Predictor in a Regression Model Predicting
Changes in Social Well-being (SWB)
SE B

sr2

-.43

.18

.17

-.35

.11

-.00

.02

-.01

.00

Is your loved one in recovery?

.33

.32

.17

.03

How often did you attend the support
group in the last 12 months?

.12

.14

15

.00

B

𝛽

-.01

0.15

-.43**

0.15

Constant

-.81

.75

Self-discrepancy

-.36*

Age of loved one

Variable
Step 1
Constant
Self-discrepancy
Step 2

Note: **p<.01

Are changes in TWB predicted by changes in self-discrepancy? On step 1 of the
HMRA, residual gains in self-discrepancy accounted for a statistically significant
21.3% of the variance in residual gains in TWB, R2 = .21, R2adj = .19, F(1,36) = 9.74,
p = .004. On step 2, the covariates of ‘Age of loved one’, ‘Year of SUD’, ‘Is your
loved one in recovery?’, and ‘How often did you attend the support group in the last
12 months?’ were added to the regression equation and accounted for a further
1.50% of the variation in changes in TWB, ∆R2 = .02, ∆F(4,32) = .16, p = .96. As can

be seen from Table 38 the only statistically significant predictor of TWB in the
regression model was self-discrepancy (sr2 = .21). This model produced a medium
effect size f2 = .27.
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Table 38
Unstandardised (B) and Standardised (𝛽) Regression Coefficients, and Squared
Semi-Partial Correlations (sr2) for each Predictor in a Regression Model Predicting
Changes in Total Well-being (TWB)
SE B

sr2

-.46

.21

.17

-.43

.15

-.00

.02

-.01

.00

Years of SUD

-.01

.26

-.01

.00

Is your loved one in recovery?

.07

.32

.03

.00

How often did you attend the support
group in the last 12 months?

.10

.17

.12

.01

B

𝛽

.04

.15

-.46**

.15

Constant

-.25

1.04

Self-discrepancy

-.43*

Age of loved one

Variable
Step 1
Constant
Self-discrepancy
Step 2

Note: *p<.05

Do changes in self-discrepancy predict changes in interpersonal FRM? On step 1 of
the HMRA, residual gains in self-discrepancy accounted for 1.60% of the variance in
residual gains in interpersonal FRM, R2 = .02, R2adj = -.05, F(1,16) = .26, p = .62. On
step 2, the covariates of ‘Year of SUD’, ‘How long has your loved one been in
recovery?’, and ‘How often did you attend the support group in the last 12 months?’
were added to the regression equation and accounted for a further 64.4% of the
variation in changes in interpersonal FRM, ∆R2 = .63, ∆F(3,13) = 7.63, p = .003. As

can be seen from Table 39, self-discrepancy alone does not significantly predict
Interpersonal FRM. However, when the covariates are included in the regression

self-discrepancy also becomes statistically significant. The regression model has
predictive utility, F(4,17) = 5.87, p < .01, and produced a large effect size f2 = 1.81.
Therefore, the significant predictors of the model include self-discrepancy (sr2 =
.18), years of substance use disorder (sr2 = .05), how long has your loved one been in
recovery? (sr2 = .15), and how often did you attend the support group in the last 12
months? (sr2 = .46).
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Table 39
Unstandardised (B) and Standardised (𝛽) Regression Coefficients, and Squared
Semi-Partial Correlations (sr2) for each Predictor in a Regression Model Predicting
Changes in Interpersonal FRM
SE B

sr2

-.13

.02

.15

-.55

.18

.32

.24

.35

.05

.01*

.00

.49

.15

-.63**

.15

-1.23

.46

B

𝛽

.05

0.16

-.09

0.17

Constant

.09

.81

Self-discrepancy

-.38*

Years of SUD
How long has your loved one been in
recovery?
How often did you attend the support
group in the last 12 months?

Variable
Step 1
Constant
Self-discrepancy
Step 2

Note: *p<.05; **p< .01

Hypothesis 7c was partially supported in that it has been found that changes in selfdiscrepancy were able to statistically significantly predict changes in the level of
hope, well-being and the quality of relationships. More specifically, as the
participants move towards their ideal selves this is able to account for 22.8% of the
changes in the participants increased ability in problem solving, to find more
pathways to goal attainment. The participants movement towards their ideal selves is
also able to account for 23.3% in the participants’ increases in happiness, interest and
satisfaction with life; 18.1% of the increases in the amount that they felt that they
belonged and contributed to society; and a 21.3% increase in the overall sense of
well-being. The participants movement towards their ideal self along with a number
of covariates was able to account for 64.4% of the increase in the quality of their
relationships. The findings, from each individual regression are presented together in
Figure 12.
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Pathway
β=-.48, p=.008
R2=.23

Emotional Wellbeing

β=-.54, p=.027
R2=.23
Self-discrepancy

β=-.43, p=.008
R2=.18

Social Wellbeing

β=-.46, p=.004
R2=.21
β=-.55, p=.023
R2=.64

Years of SUD

β=.35, p=.203
R2=.64

How long has your loved one
been in recovery?

Total wellbeing

Interpersonal FRM

β=.49, p=.036
R2=.64

How often did you attend the support
group in the last 12 months?

β=-1.23, p=.001
R2=.64

Figure 12. A summary of the changes in self-discrepancy predicting changes in
recovery themes.
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7.4. Discussion
Identity was examined in terms of self-discrepancy, that is the participants’ own
perceptions of the similarity between their ‘usual self’ and ‘ideal self’ are. Initially,
this discussion focuses on the processes of recovery in terms of changes over time.
The focus then shifts to the relationship between changes in self-discrepancy and
changes recovery processes. The ability of self-discrepancy to predict the other
processes associated with recovery is then described. An exploration of how these
internal processes of identity are related to family recovery is then made.
Over 12 months, there were significant increases in hope and overall well-being.
These findings provide partially support for Hypothesis 6a. Previous studies have
found increases in hope over time in relation to people attending therapy (Cheavens,
Feldman, Gum, Michael, & Snyder, 2006; Coppock, Owen, Zagarskas, & Schmidt,
2010) and for caregivers of people with dementia (Hoppes, Bryce, Hellman, &
Finlay, 2012). Prior intervention studies (e.g., family interventions, positive
interventions, ACT/mindfulness interventions) have also found increases in
psychological well-being (Addington, McCleery, & Addington, 2005), and overall
well-being (Fledderus, Bohlmeijer, Smit, & Westerhof, 2010; Giannopoulos &
Vella-Brodrick, 2011) across time.
An unexpected result was that of significant decreases in individuation and total
FRM. These results indicate that family members perceived themselves as less
recovered and becoming more enmeshed with their loved ones over the 12 months.
To help understand these findings the items of the FRM questionnaire were
investigated. It was found that the questions (question 20 and 23, Appendix H) which
decreased considerably were related to family members’ beliefs about the impacts on
and expectations for their own life. It may be that it takes a lot more time to
overcome the impacts on their health and creating positive expectations for their life.
It may also be that by attending the support group the family members become more
aware of the recovery concepts. That is, recovery is viewed as moving beyond just
coping to thriving. Through this increased awareness they may realise that they have
further to go in their recovery journey than they realised. It is important to note that
the FRM was developed for this study to assess the level of recovery for family
members, as there was no measure of family recovery available.
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There were no significant differences in the positive caregiving experiences over the
12 months. Previous studies have also found that no significant changes for the
positive caregiving experiences over time when families of a loved one with a MHD
attended a family intervention (Addington, et al., 2005; Szmukler et al., 2003). In the
current study, there was a trend in increasing scores for rewarding personal
experiences and decreasing scores for good aspects of the relationship.
Over the 12 months there was a significant decrease in personal sacrifice and burden,
this finding provides partial support for Hypothesis 6b. Personal sacrifice and burden
can be viewed as mainly an intrapersonal process, where the family members focus
on what they have had to give up due to their loved one’s SU and/or MH disorder.
Godress (2005) found that parental grief did significantly decrease over time, with
significant decreases after five years since diagnosis of a mental illness. The
reduction in grief takes a long time. Therefore, it has been suggested that rather than
thinking about recovery in terms of the absence of grief it needs to be thought about
in terms of adjustment (Oreo & Ozgul, 2007; Ozgul, 2004). Where adjustment is
explained via the meaning that family members ascribe to their loved one’s SU
and/or MH disorder, the quality of their interpersonal relationships, their well-being
and hope for the future (Weiss, 1993 as cited by Ozgul, 2004).
There were no significant decreases found in worry and felt isolation and negative
experiences of caregiving over the 12 months. Worry and felt isolation and negative
experiences of caregiving can be viewed as mainly an interpersonal process, where
there is a focus on the relationships that family members have not only with their
loved one but also others from the community. These findings are similar to a
previous brief intervention study with carers of people with a psychotic disorder
(Szmukler, et al., 2003). However, another study investigating carers of a loved one
with a first episode psychosis over three years found significant changes in negative
caregiving experiences, with the most changes occurring in the first 6 to 12 months
(Addington, et al., 2005). This finding suggests that changes in the negative
experiences of caregiving may take longer to improve than the time involved in a
brief intervention (6 weeks). The majority of participants in this study have a loved
one with a SUD, with less than half having a loved one still using substances.
Although, the participants in this study have been in the support group for longer (1167

3 years) their scores in the ECI are comparable to the baseline measures in the
Addington et al. (2005) study. The reason is that there may be differences in the way
that family members perceive the negative impacts of caring for their loved one with
a MHD compared their loved one who has a SUD or both.
The recovery concepts that related mainly to the family members’ intrapersonal
relationship (i.e., the relationship with themselves); that is, hope, overall well-being
and grief (personal sacrifice and burden), significantly changed over 12 months.
However, the recovery concepts that mainly related to the family members’
interpersonal relationships (i.e., their relationship with others); that is, positive and
negative experiences of caregiving and grief (worry and felt isolation), did not
significantly change over 12 months. These findings may suggest that the
interpersonal and intrapersonal relationships are separate processes, where there is a
significant change in their intrapersonal relationship but not their interpersonal
relationships. This implies that family members may initially focus on themselves,
their own values and beliefs and how they can live life in line with these. Once
family members begin to enact these values and beliefs they may then be able to
focus on their interpersonal relationships. There is some interaction between the
intrapersonal and the interpersonal relationships. However, it may take longer for the
effects of changes in the interpersonal relationships to show as these relationships
involve two or more people, rather than the self in the intrapersonal relationship.
A decrease in self-discrepancy did not significantly decrease family members’
negative caregiving experiences or grief. Therefore, these findings provide no
support for Hypotheses 7b and 7c. Previous studies have found a relationship
between increase in self-discrepancy and increases in depression and anxiety
(Heppen & Ogilive, 2003; Higgins, 1987). There are significant relationships
between decreases in self-discrepancy and increases in the positive themes of
recovery. These results may reflect the idea of posttraumatic growth in that as
someone grows from a traumatic experience (e.g., increases in well-being) they may
still experience some of the negative aspects of trauma (e.g., grief; Tedeschi &
Calhoun, 2004). However, another reason may be that attending the support group
increases the family members’ awareness of the recovery concepts, in this case grief.
It may be the case that prior to the support group family members may not have
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allowed themselves the space to think and reflect on the grief aspect of their journey,
the support group may give them the support that they need to raise and deal with
their grief (Baxter & Diehl, 1998). Although, Baxter and Diehl (1998) have found
that family members attending support groups are able to share their grief
experiences, further investigation is required in how family members dealt with their
grief prior to participating in the support group.
It was found that there were statistically significant relationships between changes in
self-discrepancy and changes in pathways, interpersonal (FRM), social, emotional
and overall well-being; and that a decrease in self-discrepancy significantly predicts
increases in these over 12 months. These findings provide partial support for
Hypotheses 7a and 7c. As family members move towards their ideal selves, there is
an increase in the variety of ways they can achieve their goals; their social, emotional
and overall well-being; as well as an increase in the perception of the quality of their
relationships over the 12 months. The links between changes in self-discrepancy and
hope and well-being have been found in previous studies which investigated
dejection, cheerfulness (Hardin & Lakin, 2009), well-being (Lynch, La Guardia, &
Ryan, 2009), happiness (Heppen & Ogilive, 2003) and personal growth (Hardin, et
al., 2007) in undergraduate students. Other studies have found links between selfdiscrepancy and hope in people with a serious mental illness (Buckley-Walker, et al.,
2010), and mental health and well-being of a community sample of older women
(Heidrich & Powwattana, 2004). These studies found that an increase in selfdiscrepancy leads to increases in dejection, depression and anxiety (e.g., Hardin &
Lakin, 2009; Heidrich & Powwattana, 2004). However, these studies also showed
that a decrease in self-discrepancy leads to increases in cheerfulness, hope, wellbeing, happiness, life satisfaction and personal growth (e.g., Hardin, et al., 2007;
Heppen & Ogilive, 2003). Consequently, as people move towards their ideal selves
there is an increase in well-being, hope, positive affect (e.g., happiness, cheerfulness)
and better mental health (Heidrich & Powwattana, 2004).
Therefore, a movement towards an ideal self significantly predicts the positive
recovery processes. This finding has considerable implications for support groups.
As mentioned in Chapter 2, many family support groups concentrate on coping with
their loved ones SU and/or MH disorder. That is, the support groups focus on the
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lower levels needs of families (i.e., safety, belongingness and love needs). However,
the findings in this study suggest that support groups should incorporate higher level
needs such as esteem needs.

Initially, the focus can be a movement from

enmeshment to individuation (e.g., putting in place rules). But it is more than this; it
is about family members identifying and developing their own feelings of strength
and competence and involves an interaction between the intrapersonal and
interpersonal relationships (e.g., family, community). Focusing on self-actualisation
generally does not occur in family support groups. It is important to understand that
self-actualisation is an ongoing process where family members can create a relational
connection to themselves and others (e.g., family, community). These connections
and their interactions with each other can allow family members to access that part of
themselves which will enable them to develop, grow and thrive. This development
can be achieved by family members living their lives in line with their own values
and goals. Focussing on their values and goals will facilitate a movement towards an
ideal self and in turn an increase in hope and well-being.
The previous paragraph focussed on the importance of family support groups in
helping family members in striving towards self-actualisation. However, do changes
in family members’ identity impact on how they perceive their family or the support
group? This will be the focus of the following chapter.
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CHAPTER 8:
FAMILY,
SUPPORT GROUP &
IDENTITY
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Interpersonal relationships are an essential component of recovery and related
models (e.g., Posttraumatic growth, Social well-being and Approach/Avoidance; see
Sections 2.1.4 and 2.5). Interpersonal relationships involve our interactions with the
external world and cover a wide domain (e.g., family, friends, work colleagues,
health professionals, support groups and counsellors). However, this thesis focused
only on family and the support group (i.e., the Very Important Families Group), as
these relationships were more prominent in the family members’ lives. Initially, the
introduction concentrates on a description of the constructs used to measure family
and support group functioning. The impacts that a loved one’s SU and/or MH
disorder has on family functioning was discussed. The influence that support groups
have within the group and on family functioning was then examined. Finally, the
relationship between personal identity, family and support group functioning was
explored.
Family functioning was assessed using the ‘Family Adaptability and Cohesion
Evaluation Scales IV’ (FACES IV; Olson, et al., 2007). FACES IV measures family
cohesion and flexibility which are components of the circumplex model of marital
and family functioning. FACES IV defines flexibility (adaptibility; Ide, Dingmann,
Cuevas, & Meehan, 2010) “as the quality and expression of leadership and
organization, role relationship, and relationship rules and negotiations” (Olson, 2011,
p. 65) and cohesion “as the emotional bonding that family members have toward one
another” (Olson, 2011, p. 65). The circumplex model considers a healthy functioning
family as having balanced levels of cohesion and flexibility. Problematic (unhealthy)
family functioning is related to unbalanced (either low or high) levels of cohesion
(i.e., disengaged - low cohesion or enmeshed - high cohesion) and flexibility (i.e.,
rigid - low flexibility or chaotic - high flexibility; Olson, 2011). FACES IV provides
a ratio of balanced/unbalanced scores for cohesion and flexibility, where the higher
the ratio score the more balanced (healthy) the system (Olson, et al., 2006, 2007).
Family satisfaction is the amount to which family members feel pleased and content
with the other members of the family (Olson, et al., 2006). Family communication is
the ability of family members to make their thoughts and feelings known to other
family members (Olson, et al., 2006). The raw scores obtained on both family
communication and satisfaction questionnaires are converted to percentage scores,
this aids the interpretation of the scores which is based on five categories. These
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categories range from ‘very low’ (10-20%) to ‘very high’ (86-99%). For example,
very low family satisfaction is interpreted as family members being very dissatisfied
and worried about their family (Olson, et al., 2006); very high family communication
is interpreted as family members being very happy with the amount and quality of
communication within the family (Olson, et al., 2006). For examples of questions
and psychometric properties of FACES IV refer to Section 4.4.5.
Group functioning was assessed using the ‘Therapeutic Factors Inventory Short
Form’ (TFI-SF; MacNair-Semands, et al., 2010). The TFI-SF is based on Yalom’s
(Yalom & Leszcz, 2005) 11 therapeutic factors found within groups. There are four
broad factors in the TFI-SF and include ‘Instillation of Hope’ (e.g., universality;
Yalom & Leszcz, 2005) which signifies “a sense of belongingness and acceptance”
(Joyce, et al., 2011, p. 203), where people perceive themselves similar to others in
the group and hope that things will work out for them (MacNair-Semands, et al.,
2010). Another factor is ‘Awareness of Relational Impact’ (e.g., imparting
information; Yalom & Leszcz, 2005) which indicates “a connection between
interpersonal experiences and cognitive-affective factors associated with gaining
insight” (Joyce, et al., 2011, p. 203). This factor is an understanding of how a
person’s behaviour is impacted by and can impact other people’s behaviour, which
goes beyond the group (MacNair-Semands, et al., 2010). ‘Social Learning’ (e.g.,
development of socialising techniques; Yalom & Leszcz, 2005) is another factor and
represents the “skills acquired through behavioural processes, such as actively
communicating about immediate thoughts and feelings” (Joyce, et al., 2011, p. 203).
These skills can be acquired through modelling other people’s behaviour which is
then transferred to situations outside the group (MacNair-Semands, et al., 2010). The
last factor is ‘Secure Emotional Expression’ (e.g., group cohesivness; Yalom &
Leszcz, 2005) and suggests “an indication of safety and comfort in the group”
(Joyce, et al., 2011, p. 203). This factor focuses on the connection people have with
other group members and thus being able to feel safe and secure enough to express
personal information (MacNair-Semands, et al., 2010).
The repertory grid was used to identify how similar family members perceive their
‘usual self’ to their ‘family’ and the ‘support group’ (i.e., the distance between their
usual self and family/support group). The smaller the distance between their ‘usual
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self’ and their ‘family’, the more similar family members perceive their family to
themselves. This also applies to the ‘support group’, the smaller the distance between
their ‘usual self’ and the ‘support group’ the more similar family members perceive
the support group to themselves. This distance measure is supported by Procter’s
(1981) group and family corollaries which are an extension of Kelly’s (1955)
sociality corollary.
The group and family corollaries highlight that for individuals to partake in group
processes (i.e., family or support group) they need to be able to understand the
relationships between the members, have their individual constructs understood by
other members, and understand the common construct system of the group (Procter,
1981, 1996). In this way the similarity (distance) measure can be viewed as an aspect
of cohesion. The ‘subjective approach’ (Bollen & Hoyle, 1990) indicates the extent
to which a person feels part of a particular group. ‘Social attraction’ (Hogg, 1993), is
the degree to which a person characterises the important qualities of the group as
perceived by its members. When family members feel part of the group (i.e., the
subjective approach) and the group qualities are important to them (i.e., social
attraction), they perceive the group as similar themselves. There are a number of
questions from the TFI-SF and FACES IV that reflect the notion of similarity with
the group. For example, ‘In group I’ve learned that I have more similarities with
others that I would have guessed’(TFI-SF) and ‘Family members feel very close to
each other’(FACES IV). The relationship between the scores obtained in the
questionnaires (FACES IV and TFI-SF) and how the participants perceived their
‘usual self’ in relation to their ‘family/support’ group was determined.
Initially, there are attempts to contain the family members loved one’s SU and/or
MH disorder within the family, resulting in significant burden on all members of the
family (Velleman & Templeton, 2003). This burden and containment may lead to
either an increase or a decrease in cohesion. For example, family members may have
their own ideas of how to deal with their loved one, which may lead to conflict (low
cohesion). On the other hand, in an attempt to protect and support their loved one the
family members may become enmeshed in each other’s lives (high cohesion;
Barnard, 2007; Preli, Protinsky, & Cross, 1990; Sheridan & Green, 1993). There may
also be an increase or a decrease in flexibility within the family. For example, family
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members may only perceive one way of minimising the impact of their loved one’s
SU and/or MH disorder (low flexibility), or family members may feel so
overwhelmed that they give up trying to contain the ‘problem’ and allow chaos to
reign (high flexibility; Barnard, 2007; Lewis, et al., 2004; Preli, et al., 1990; Sheridan
& Green, 1993). These extremes in family functioning may impact on the family
members’ perception of the satisfaction they have or their ability to communicate
with their family (Craddock, 2001). Therefore, it was expected that as the
participants perceived their ‘family’ as more similar to themselves, there would be an
increase in family functioning (i.e., FACES IV).
At the start, family members may initially baulk at obtaining outside help. This may
be due to embarrassment or shame associated with their loved one’s condition.
However, eventually they may seek out external support, often this is to a support
group (Barnard, 2007). Therapeutic factors (Yalom & Leszcz, 2005) are key
structures within support groups that “promote change” (Joyce, et al., 2011, p. 202).
These therapeutic factors are beneficial to people’s growth in groups (Joyce, et al.,
2011; MacNair-Semands, et al., 2010). MacNair and Lese (2000) found the strength
of therapeutic factors increased over time. These increases were specifically related
to ‘universality’ (perceiving themselves as being similar to other members of the
group), ‘hope’ (that issues will be worked out), ‘imparting information’ (information
provided by other group members helps reduce stress), ‘recapitulation of the family’
(roles in the family are being ‘played out’ in the group), ‘cohesiveness’ (people felt
accepted by other group members) and ‘catharsis’ (people’s disclosures were
perceived as a cathartic process). Joyce et al. (2011) also found that there were
significant changes over time to the four broad therapeutic factors of instillation of:
hope, secure emotional expression, awareness of relational impact, and social
learning. Therefore, it was expected that, as the participants perceived the ‘support
group’ as more similar to themselves, there would be an increase in support group
functioning (i.e., TFI-SF).
Flexman, et al. (1999) used an ecological framework to describe the complex
interface between families and support groups, where “there are multiple and
reciprocal pathways of influence” between the two groups (Flexman, Berke, &
Settles, 1999, p. 180). Despite the complexity of the relationship, studies have
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shown that families who attend support groups have an increase in family
adaptability (flexibility; Chiquelho, et al., 2011) and cohesion (Chiquelho, et al.,
2011; Hagen, et al., 2011). It has also been found that there are a number of positive
benefits for families (e.g., improved communication and relationships; Lucksted, et
al., 2008). The support group might also provide valuable insights and coping skills
that may then be transferred into the family to increase relatedness between family
members (e.g., communication, satisfaction, cohesion, flexibility) and improve
family processes (e.g., family rituals, routines, social life; Rotunda, et al., 1995).
Consequently, there is the potential for the interpersonal experiences that are
occurring within the group to positively impact the interpersonal experiences that are
occurring within the family. Therefore, it was expected that, as the participants
perceived the ‘support group’ as more similar to themselves, there would be an
increase in family functioning (i.e., FACES IV).
Family members may also baulk at obtaining outside help due to the social isolation
that they feel (Milliken & Nortcott, 2003; Rose, et al., 2002); as the family member’s
social world is continually constricted, due to the demands of caregiving, the lack of
understanding that he or she feels from others, and the unpredictable nature of the
disorder (Karp & Tanarugsachock, 2000). However, once a crisis occurs, family
members may seek external support (e.g., support groups). The support group may
provide the family members with feelings of respect and validation, and in turn,
facilitate an increase in self-esteem (Chien, et al., 2006). As family members start to
focus on themselves they may want to foster more meaningful relationships, evaluate
their own functioning in society, and develop an understanding of those relationships
which trigger negative or positive outcomes for themselves (Elliot, 2008; Keyes, et
al., 2008; Tedeschi & Calhoun, 2004). It has been suggested that membership in a
support group enables family members attending to validate their identity (Chien, et
al., 2006). However, it was not ascertained whether this crossed over into the family.
Therefore, it is expected that as the participants perceived themselves as more similar
to their ‘ideal self’ (i.e., a decrease in self-discrepancy), this will moderate the
relationship between the similarity of their ‘family’ or the ‘support group’ to
themselves, and family (FACES IV) and support group (TFI-SF) functioning.
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Research question and hypotheses (refer to Section 1.5):
9. What are the changes in the family members’ perceptions of their family and the
support group over 12 months?
a) Over 12 months, participants will perceive their ‘usual self’ (US) as more
similar to their family (US - family distance will decrease) and there will be
an increase in how flexible and cohesive they perceive their family.
b) Over 12 months, participants will perceive their ‘usual self’ as more similar
to the support group (US – support group distance will decrease) and there
will be an increase in how therapeutic they perceive the support group.
10. What is the relationship between changes in the family members’ perceptions of
their families and their support group over 12 months?
a) As the participants perceive themselves as more similar to their family (US family distance decreases), over 12 months, there will be an increase in how
flexible and cohesive they perceive their family.
b) As the participants perceive themselves as more similar to the support group
(US – support group distance decreases), over 12 months, there will be an
increase in how therapeutic they perceive the support group.
c) As the participants perceive themselves as more similar to the support group
(US – support group distance decreases), over 12 months, there will be an
increase in how flexible and cohesive they perceive their family.
d) The relationship between the similarity of their family or the support group to
themselves, and family (FACES IV) and support group (TFI-SF) functioning,
will be moderated by how similar the participants perceive themselves to
their ideal self (US – ideal self distance decreases), over 12 months.
8.1. Procedures for the Longitudinal Study
Forty-four participants from the Salvation Army, NSW (as described in Section
4.1.2) volunteered to be involved in the research. Nineteen of the 44 participants took
part in an interview where they completed their first questionnaire package
(Appendices B, C, D, E, F and G) plus the repertory grid. The repertory grid from the
interviewed group contained constructs elicited from the participant, as described in
Section 4.3.8 (Appendices J and K). The questionnaires and ‘elicited’ repertory grid
for Time 2 were posted and returned at the second interview. The other 25
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participants had their questionnaire package and consent form (Appendix D) posted;
once completed they returned them via post. Again to reduce ordering effects the
questionnaires and elements for the fixed repertory grid were placed in random order
and the repertory grid was randomly allocated to be completed either before or after
the questionnaires (Siminski, 2008).
8.2. Analysis of Data
A detailed description of the analyses was given in Section 4.5.6, the following is a
brief outline of the analyses conducted. Changes in the variable scores in each of the
questionnaires (i.e., FACES IV and TFI-SF) and the repertory grid ‘usual self’
distance measures (i.e., ‘usual self-family’ and ‘usual self-support group’), from
Time 1 (T1) to Time 2 (T2), were analysed using either a repeated measures
ANOVA or an ANCOVA. This enabled hypotheses 9a and 9b to be answered.
Hypotheses 10a – 10c were addressed using correlational analyses. These analyses
were conducted to identify if there were relationships between the changes in the
‘usual self’ and ‘family’ or ‘support group’ distances and changes in the scores on
FACES IV and TFI-SF over 12 months. If the correlations between the residual gains
in ‘usual self’ and ‘family’ (‘US-family’) or ‘support group’ (‘US-support group’)
distance measures and the residual gains in the questionnaires (FACES IV and TFI)
were statistically significant, hierarchal multiple regression analyses (HMRA) were
conducted. HMRA were used to identify whether changes in the ‘usual self’ and
‘ideal self’ distance (self-discrepancy) moderated the relationships between changes
in the ‘family’ and the ‘support group’. This allowed hypothesis 10d to be tested.
8.3. Results
8.3.1. What are the changes in the family members’ perception of their families and
their support group over 12 months?
The adjusted (controlling for covariates) and unadjusted means and standard
deviations for FACES IV are outlined in Table 40. The ratio score establishes the
degree to which the family system is healthy or unhealthy. The higher the ratio score
is above one, the more healthy the family system. Conversely, the lower the ratio
score is below one, the more unhealthy the family system (Olson, 2011). The mean
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ratio scores (both unadjusted and adjusted, see Table 40) suggest that the family
systems in this study would be considered healthy for both Times 1 and 2. The mean
percentage score for family communication (FC; both unadjusted and adjusted, see
Table 40) in this study at T1 and T2 were similar to what has been found in a
previous study of a normative sample (50.0; Olson, et al., 2006). This suggests that
the participants ordinarily felt pleased about their family communication but may
still have some concerns. The mean percentage score for family satisfaction (FS;
both unadjusted and adjusted, see Table 40) in this study at T1 and T2 was lower to
that which has been found in the same previous study (45.0; Olson, et al., 2006),
suggesting that the participants were to some extent dissatisfied and have a number
of concerns about their family.
Table 40
Descriptive Statistics for FACES IV & ‘US-family’ Distance at Time 1 and Time 2
Unadjusted

Adjusted

Subscales

Time Mean

SD

Mean

SD

Cohesion Ratio (CR)

1

1.80

0.85

2.00b

0.70

2

1.74

0.55

1.89b

0.50

1

1.35

0.39

1.54c

0.24

2

1.31

0.33

1.66c

0.19

1

1.58

0.58

1.71b

0.47

2

1.52

0.40

1.68b

0.34

1

46.95

27.58

56.00b

22.77

2

50.71

24.33

50.94b

23.85

1

30.05

16.31

35.54b

20.62

2

27.38

21.72

33.42b

22.95

1

3.75

1.55

2

3.66a

1.17

Flexibility Ratio (FR)

Total Circumplex Ratio (TCR)

Family Communication (FC)*

Family Satisfaction (FS)*

US-Family distance measure

Note. n=42; an=41; bn=19; cn=11; * percentage score

To identify if significant changes occurred over 12 months (T1 to T2) in the
participants’ scores in the FACES IV subscales and total and ‘usual self’ and
‘family’ (US-family) distance, ANCOVAs were conducted (due to covariates,
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Appendix L). A repeated measures ANOVA was conducted for FS, as there were no
covariates for this subscale. It was found that there were no statistically significant
differences (p > .05) for all subscales and total score over the 12 months (see Table
40). Therefore, the results did not provide support for Hypothesis 9a.
The adjusted (controlling for covariates) and unadjusted means and standard
deviations for TFI-SF are outlined in Table 41. No psychometric data have been
previously published for the TFI-SF. However, the internal consistencies for the
subscales in this study are as follows for Time 1: Instillation of Hope (IH), α = .84;
Secure emotional expression (SEE), α = .81; Awareness of relational impact (ARI),
α = .77; Social learning (SL) α = .79 and for Time 2: IH, α = .91; SEE α = .84; ARI
α = .90; SL α = .72. These alpha levels are considered acceptable (Field, 2009). The
scores for IH and ARI subscales range from 6 to 42. The mean scores for this study
(see Table 41) at Times 1 and 2, suggest that participants had a sense of belonging
and had an understanding of the impact of their interpersonal connections that they
have in the support group. The mean score for SEE in this study, (see Table 41) at
Times 1 and 2, suggest that the participants felt safe and comfortable enough in the
group to speak openly and honestly about their experiences. Scores for SEE ranges
from 7 to 49. It is suggested that the participants in this study were able to transfer
what they were learning in the support group to behavioural processes outside the
group, based on the mean scores for SL (see Table 41) at Times 1 and 2. Scores
range from 4 to 28. The scores for Total TFI-SF range from 23 to 161. The mean
scores for this study (see Table 41) at Times 1 and 2, suggests that the participants
perceived a number of therapeutic factors from the support group.
To identify if significant changes occurred over 12 months (Time 1 to Time 2) in
participants’ scores in the TFI subscales and total and ‘US-support group’ distance,
ANCOVAs were conducted (due to covariates, Appendix L). There were no
statistically significant differences (p > .05) for all subscales and total over the 12
months in the participants’ scores (Table 41). Therefore, no support was provided for
Hypothesis 9b.
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Table 41
Descriptive Statistics of the TFI-SF and ‘US-support group’ Distance at Time 1 and
Time 2
Unadjusted

Adjusted

Subscales and Total

Time Mean

SD

Mean

SD

Instillation of Hope (IH)

1

36.70

4.88

38.37c

3.35

2

35.27a

6.04

37.24c

4.18

1

41.96

5.49

44.13d

3.72

2

39.94a

6.20

41.25d

4.90

Awareness of Relational Impact (ARI) 1

35.98

4.25

37.77d

3.09

2

34.57a

6.08

35.19d

5.08

1

21.95

4.38

23.38d

3.38

2

20.87a

4.09

21.19d

3.53

1

136.60

17.01 143.71c 11.37

2

130.78a 21.00 136.05c 16.29

1

3.83a

1.42

2

3.76b

1.16

Secure Emotional Expression (SEE)

Social Learning (SL)

Total Therapeutic Factors Inventory

US-Support group distance measures

Note. N=44; an=42; bn=41; cn=19; dn=16

8.3.2. What is the relationship between changes in the family members’ perception
of their families and their support group over 12 months?
All subscales of FACES IV (except FC at T1) and ‘US-family’ distance meet the
assumptions for parametric analysis; therefore, Pearson’s correlations were
conducted. For those scales with covariates partial correlations were conducted
(Appendix L). A Spearman’s correlation was conducted for FC at T1; as FC did not
meet the assumptions required for a parametric analysis. There are no statistically
significant relationships between changes in the ‘US-family’ distance and changes in
the scores in FACES IV (ps > .05, Appendix O). Therefore, the results provide no
support for Hypothesis 10a.
To identify if statistically significant relationships occur between changes in the ‘USsupport group’ distances and TFI-SF subscales and total score, partial correlations
181

were conducted (due to covariates, Appendix L). It was found that there was a
statistically significant relationship between changes in the ‘US-support group’
distance measure and changes in SL (r(31) = -.37, p = .037). As participants
perceived the support group as more similar to themselves (distance decreases), there
was an increase in the amount that participants were recognising patterns from the
external environment being played out in the group, or practising new patterns of
relating in group for use in the external environment. No other statistically significant
relationships were found between ‘US-Support group’ distance and TFI-SF (ps > .05,
Appendix O). Although the relationship between ‘US-Support group’ distance and
Total TFI-SF (r(34) = -.32, p = .056) was approaching significance, suggesting that
as participants perceived the support group as more similar to themselves (distance
decreases) there was an increase in the amount that participants perceived therapeutic
factors being in the group. Therefore, the results provided partial support for
Hypothesis 10b.
To identify if statistically significant relationships occurred between changes in the
‘US-support group’ distances and FACES IV, partial correlations were conducted
(due to covariates, Appendix L). No significant covariates were identified for FS;
therefore, a Pearson’s correlation was conducted. It was found that there was a
statistically significant relationship between changes in the ‘US-support group’
distance measure and changes in FC (r(32) = -.38, p = .025). That is, as participants
perceived the support group as more similar to themselves (distance decreases) there
was an increase in the amount and quality of family communications. No other
statistically significant relationships were found between ‘US-support group’
distance and FACES IV (ps > .05, Appendix O). Although FS (r(39) = -.30, p = .064)
approached significance, suggesting that as participants perceived the support group
as more similar to themselves (distance decreases) there was an increase in the how
satisfied they were with their family. Therefore, the results provided partial support
for Hypothesis 10c.
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8.3.3. Do changes in identity (self-discrepancy) moderate the relationship between
how therapeutic family members perceive their support group and family
communication and social learning in the support group.
As described in Section 8.3.2, there were statistically significant correlations between
changes in the ‘US-support group’ distance and changes in family communication
and social learning. The statistically significant correlations were investigated further
in order to identify whether changes in self-discrepancy (US-IS distance) moderated
the relationship between changes in the ‘US-support group’ distance and changes in
family communication and social learning.
Each of the three models (Figure 13) tested whether the changes in self-discrepancy
added to the predictive utility to a model of changes in FC which includes changes in
‘US-support group’ (US-SG) distance (Model 1; Figure 13a); SL which includes
changes in US-SG distance (Model 2; Figure 13b); the US-SG distance which
includes changes in SL (Model 3; Figure 13c). The models have three casual paths
(x, y and z) which all lead to the outcome variable (Baron & Kenny, 1986). For
example, in Model 1 the predictor variable is ‘Changes in US-SG distance’ (Path x),
the moderator variable is ‘Changes in Self-discrepancy’ (Path y) and the interaction
of ‘Changes in US-SG x Changes in Self-discrepancy’ (Path z) all lead to the
outcome variable of ‘Changes in FC’. If the interaction (Path z) is significant the
moderator hypothesis is supported (Baron & Kenny, 1986). Although, there may be
significant main effects for the predictor and moderator variables (Paths x and y)
these are not relevant in regards to the testing of a moderator effect (Baron & Kenny,
1986).
From Figure 13 it can be seen that the changes in self-discrepancy did not
significantly moderate the relationships between changes in ‘US-support group’
distance and changes in FC or SL. However, self-discrepancy did moderator the
relationship between changes in SL and changes in the ‘US- support group’ distance.

183

Changes in ‘US-SG’
distance
Changes in Selfdiscrepancy

x

Changes in ‘US-SG’ x
Changes in Selfdiscrepancy

z

y

Changes in
FC
∆R2 = .02,
∆F(1,31) = 0. 70,
p = .409

a. Model 1
Changes in
SL

Changes in ‘US-SG’
distance

x

Changes in Selfdiscrepancy

y

Changes in ‘US-SG’ x
Changes in Selfdiscrepancy

z

Changes in
SL
∆R2 = .01,
∆F(1,15) = 0.17,
p = .748

b. Model 2

x

Changes in
Self-discrepancy

y

Changes in TFI x
Changes in Selfdiscrepancy

z

Changes in ‘US-SG’
distance

∆R2 = .21,
∆F(1,70) = 9.85,
p = .007

c. Model 3

Figure 13. Self-discrepancy moderator models for longitudinal study. US-SG = ‘USsupport group’ distance; FC = family communication; SL = social learning.
On step 1 of the hierarchal multiple regression analyses (HMRA) of Model 3,
changes in SL accounted for a significant 23.2% of the variance in changes in ‘USsupport group’ distance, R2 = .23, R2adj = .19, F(1,17) = 5.13, p = .037. On step 2,
changes in self-discrepancy was added to the regression equation and accounted for
an additional 24.4% of the variation in ‘US- support group’ distance, ∆R2 = .24,
∆F(1,16) = .7.46, p = .015. On step 3, the interaction term of SL*Self-discrepancy
was added to the regression equation and accounted for an additional 20.8% of the
variance in ‘US-support group distance’, ∆R 2 = .21, ∆F(1,15) = 9.85, p = .007. On
Step 4 the covariates of ‘Age of Loved one’, ‘How long have you not lived with your
loved one’, and ‘How long your loved one has been in recovery?’ were added to the
regression equation and accounted for an additional 16.8% of the variance in changes
in ‘US-support group’ distance, ∆R2 = .17, ∆F(3,12) = 4.55, p = .024 (Table 42).
Self-discrepancy did add to the predictive utility of the third model of predicting
‘US-support group’ distance which included SL. Therefore, the results provided
partial support for Hypothesis 10d.
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Table 42
Unstandardised (B) and Standardised (𝛽) Regression Coefficients, and Squared
Semi-Partial Correlations (sr2) for each Predictor in a Regression Model Predicting
Changes in the ‘US-support group’ Distance
Variable
Step 1
Constant
SL

B

β

.20

0.19

-.77*

0.34

SE B

-.48

sr2

.23

Step 2
Constant

.19

.17

SL

-.19

.36

-.12

.01

Self-discrepancy

.60*

.22

.61

.24

Constant

.42*

.15

SL

-.36

.29

-.23

.03

Self-discrepancy

.35

.19

.36

.07

Self-discrepancy *SL

.77**

.25

.50

.21

Constant

1.85**

.54

SL

.14

.27

.09

.00

Self-discrepancy

.50**

.15

.51

.13

Self-discrepancy *SL

.66**

.19

.43

.15

Age of loved one

-.06**

.02

-.47

.12

How long have you not lived with your
loved one?
How long has your loved one been in
recovery?

-.00

.00

-.12

.01

.01**

.00

.49

.14

Step 3

Step 4

Note: *p<.05; **p<.01

As shown in Table 42, self-discrepancy did add predictive utility to Model 3;
however, so did the covariates of ‘Age of Loved one’, ‘How long have you not lived
with your loved one’, and ‘How long has your loved one has been in recovery?’ (R2 =
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.85, R2adj = .78, F(6,12) = 11.52, p = .000). Therefore, the full model for changes in
the ‘US-support group’ distance is (Figure 14):
The model:
∆US-SG = 1.85 + (∆SL x .14) + (∆Self-discrepancy x .50) + (∆Self-discrepancy*SL
x .66) + (Age of Loved one x -.06) + (How long have you not lived with
your loved one x -.00) + (How long has your loved one has been in
recovery x .01)
This produced a large effect size f2= 5.76

SL

β = .09, p = .607

US-IS
β = .51, p = .007

SL*US-IS

β = .43, p = .005

US-SG
Age of Loved One

β = -.47, p = .009

β = -.13, p = .335

How long not living
with Loved One
R2=.85
β = .49, p = .006

How long Loved One in
recovery

Figure 14. A summary of the changes in the ‘US–support group’ (US-SG) distance
predicted by moderation between social learning (SL) and self-discrepancy (US-IS).
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8.4. Discussion
The purpose of this chapter was to focus on the relationships between the family
members’ perception of their family and the support group. As outlined in the
introduction to this chapter, there is a complex relationship between families and the
support group (Flexman, et al., 1999). Initially, there was significant burden placed
on all members of the family as they try to contain their loved one’s SU and/or MH
disorder, which has an impact on family functioning (Preli, et al., 1990; Velleman &
Templeton, 2003). Families often seek support groups to assist them during this very
difficult time (Pagnini, 2005). Attending support groups often has positive benefits
for family functioning (e.g., cohesion, communication; Chiquelho, et al., 2011;
Lucksted, et al., 2008) as well as for themselves as individuals (e.g., self-esteem,
their place in society; Chien, et al., 2006; Joyce, et al., 2011). Therefore, it is
important to have an understanding of the relationships between family, support
group and identity from the perspective of those who have a loved one with a SU
and/or MH disorder.
Initially, the discussion focuses on the perceptions of the ‘family’ and then turns to
the perceptions of the ‘support group’ in terms of changes over time. The capacity of
self-discrepancy, as measured by the ‘usual self’ and ‘ideal self’ distance, to
moderate the relationships between perceptions of the support group in relation to
their ‘usual self’ and changes in the family and support group is examined. An
exploration of how these processes of family, support group and identity are related
to family recovery is made.
Family members in this study perceived their families as being healthy in terms of
functioning with moderate levels of communication and low levels of satisfaction.
This finding indicates that the families in this study are generally pleased about the
quality and quantity of family communication; although, to some extent they are
dissatisfied with their family. It was found that this perception of their families did
not change over 12 months. Previous studies have found that families with a loved
one with a SUD tend to have higher levels of extreme scores for cohesion and
flexibility; therefore, having unhealthy functioning (Friedemann, 1996; Friedman, et
al., 1987; Preli, et al., 1990; Reupert & Maybery, 2007; Rotunda, et al., 1995). In the
current study family members perceived their families as being healthy, in that they
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did not display the extremes of cohesion and flexibility. However, it has been found
that parents (90.91% of participants in this study) often rate their family more
positively in terms of flexibility and cohesion than their adult offspring (Svetina,
Zabret, & Bajec, 2011). Another suggested reason for these differences from past
findings is that the loved ones in this study are older and the majority are living out
of home. Therefore, the family bonds are reduced compared to when their loved ones
were younger and living at home (Menicucci & Wermuth, 1989).
Cohesion and flexibility are influenced by communication within the family.
Increased levels of communication lead to less conflict and more flexibility in the
family’s ability to respond to negative life events (Olson, et al., 2007; Oreo & Ozgul,
2007). Studies have found that families who have a loved one with a SU and/or MH
disorder may experience a decrease in the quality of communication between family
members, in particular their loved one (Barnard, 2007; Butler & Bauld, 2005; Olson,
et al., 2007; Oreo & Ozgul, 2007; Rotunda, et al., 1995). However, in the current
study, family members experienced moderate levels of communication which
suggests that the family members are generally pleased with the communication
within the family but still have some concerns; this is more in line with a normative
sample (Olson, et al., 2007). This finding again may have more to do with the fact
that loved ones are not living in the home; although, the majority of family members
have contact with their loved one at least several times a week, if not every day.
Therefore, the family members are still in contact with their loved one but the
communication may not be as intense as when living with someone.
Communication has also been linked to family satisfaction. In particular for parents,
it was found that increases in family communication and cohesion led to increased
satisfaction with their family (Svetina, et al., 2011). Families with SUD tend to be
more negative and have more conflicts than those families without a SUD (Rotunda,
et al., 1995); therefore, are less satisfied with their family. In the current study,
family members perceived low levels of satisfaction with their family in that they
were dissatisfied and have concerns. However, considering that family satisfaction
has been found to be a function of communication and cohesion (Svetina, et al.,
2011), it may take longer for it to improve.
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There were no significant relationships between how similar family members
perceived their usual self to their family and family cohesion, flexibility, satisfaction
and communication over time. As outlined in the introduction to this chapter, the
similarity (distance measure) between the ‘usual self’ and their ‘family’ involves an
aspect of cohesion. However, there was no change over time to the relationship
between similarity of family and perceptions of cohesion, flexibility, satisfaction and
communication. This may be due to the high scores obtained initially which led to a
ceiling effect, where scores towards the upper limit lead to problems with variation
over time (Everitt, 2002).
In regards to the support group, the mean scores for all variables obtained suggest
that the family members perceived a high number of therapeutic factors in the group.
These mean scores are consistent with previous findings where cohesion (secure
emotional expression) and universality (instillation of hope) were common
therapeutic factors to all group experiences (Dixon, et al., 2004; Magen & Glajchen,
1999; Mitchell, Robertson, & Weber, 1992). However, it was found that this
perception of the support group did not change over 12 months. Previous studies
have found that the strength of the therapeutic factors all increased over time (Joyce,
et al., 2011; MacNair-Semands & Lese, 2000). The initial scores of these factors
were very high compared to the maximum scores for each factor and total; therefore,
a ceiling effect may have occurred (Everitt, 2002). Also the majority of the
participants had been in the support group for 1 to 3 years, where previous studies
have looked at changes in support groups from after the initial few meetings then
again at the end of the support group, usually a couple of months (Joyce, et al., 2011;
MacNair-Semands & Lese, 2000). Therefore, people may see the therapeutic factors
differently when they have been in groups for a long time. Family members may also
take on different roles in the group after a period of time, where they see themselves
taking on a supportive or coaching role (e.g., becoming a leader in the group).
When the family member perceived the support group as more similar to their ‘usual
self’ there was an increase in generalisation between external environment and the
support group (social learning). However, total circumplex ratio was approaching
significance in the predicted direction. As outline in the introduction to this chapter,
the similarity (distance measure) between the ‘usual self’ and the ‘support group’
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involves an aspect of cohesion. Therefore, it was surprising that there was no
relationship found with instillation of hope and secure emotional expression. This
may be due to the high scores obtained initially which led to a ceiling effect (Everitt,
2002). However, there was a relationship between social learning and similarity with
the group. This finding suggests that as family members perceived the support group
as more similar to their ‘usual self’ they were able to model other people’s behaviour
from the support group in the external environment (e.g., family, community) or they
were able to model other people’s behaviour from the external environment in the
support group.
As mentioned in the introduction to this chapter, there are numerous benefits for the
family in attending family support groups. These benefits include increases in family
cohesion (e.g., Chiquelho, et al., 2011), flexibility (e.g., Hagen, et al., 2011),
communication (e.g., Lucksted, et al., 2008), satisfaction (e.g., Rotunda, et al., 1995),
family well-being (e.g., Dixon, 1999) and enhanced family relationships (e.g., Marsh
& Johnson, 1997). Previous studies (e.g., Chiquelho, et al., 2011; Marsh & Johnson,
1997) suggest that there is transference of what is learnt in the support group to the
family. In the current study, it was found that when family members perceived the
support group as more similar to their usual self there was an increase in the quality
and quantity of family communication. However, family satisfaction was also
approaching significance in the predicted direction.
These findings suggest that as family members perceived the support group more
similar to themselves, the only significant change was in the way they perceived the
communication within the family. This links in well with the previous finding where
there was a relationship between the ‘usual self’ and ‘support group’ similarity and
social learning. Social learning is the transference of skills learnt in group to the
external environment (MacNair-Semands, et al., 2010), in this case family
communication, which supports the finding of previous studies (e.g., Lucksted, et al.,
2008). However, it was expected that all family processes would increase over time.
The reason for the difference from past findings, as mentioned previously, may be
due to the loved one being older and living out of home, which reduces the family
bonds that may have been more robust when the loved ones were younger and living
at home (Menicucci & Wermuth, 1989).
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Support groups have been found to be beneficial for individual growth (Joyce, et al.,
2011; MacNair-Semands & Lese, 2000) in particular: an increase in self-esteem, a
more positive identity, increased sense of power to help themselves and others
(Chien, et al., 2006), being able to identify personal strengths as well as improved
interpersonal relationships (e.g., in society or the family; Chen & Greenberg, 2004),
increase in self-care and happiness, and decreased isolation (Pickett-Schenk, et al.,
2000). Therefore, it was predicted that as the family members perceived themselves
as more similar to their ideal selves this would moderate the relationship between
‘usual self-support group’ distance and family communication as well as the
relationship between social learning and similarity of their ‘usual self’ and ‘support
group’.
It was found that the relationship between ‘usual self’ and ‘support group’ distance
and family communication was not significantly moderated by self-discrepancy.
However, it was found that the movement of the ‘usual self’ towards the ‘ideal self’
did moderate the relationship between social learning and ‘usual self’ and ‘support
group’ distance. The full model predicts 85.2% of the change in the distance between
‘usual self’ and ‘support group’. This model suggests that family members who used
the material presented at the support group in their family and were able to express
issues in their family at the support group, perceived the support group as more
similar to themselves. The material presented needs to not only focus on their
interactions with their loved one or their family (e.g., coping strategies) but also
focus on the family members’ own personal strengths and values. This focus is in
line with the ‘personal and relational empowerment’ framework. There is an
emphasis not only on the lower order needs of coping and surviving but also on the
higher order needs of self-esteem and self-actualisation. The implication for agencies
that develop and implement support groups is that they need to make sure that the
program has practical strategies that family members easily use in their external
environment and that they are able to securely express themselves in the support
group. This may lead to increases in cohesion through instillation of hope and secure
emotional expression.
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The following chapter is based on a qualitative analysis of interviews conducted over
12 months. This analysis expands on and develops the findings from previous
chapters in relation to both intrapersonal relationships (e.g., well-being, hope) and
interpersonal relationships (e.g., loved one, family, support group and community).
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CHAPTER 9:
CHANGES IN THEMES
RELATED TO FAMILY
RECOVERY
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The purpose of the discovery orientated interviews with family members was to
identify themes that occurred from the time their loved one had a SU and/or MH
disorder as well as over the past 12 months. The themes at the start and in the last 12
months were compared to identify any differences between Time 1 and Time 2. The
intention was to identify themes that occurred over time for the group as a whole,
rather than focusing on the themes identified from each individual separately.
Leximancer is a content analysis research tool, which can be used to identify the
presence and frequency of themes, and how they relate to each other across a number
of transcripts.
As outlined in Section 2.3, there are a number of processes that family members
undertake when they have a loved one with a SU and/or MH disorder. These
processes include: ‘journey’ which describes the family members life prior to and
after the discovery of their loved one’s SU and/or MH disorder (e.g., Pagnini, 2005;
Schlesinger & Horberg, 1994); ‘crises (stress) and coping’ which involves explaining
unusual behaviours, facing emergencies, supporting their loved one on a day to day
basis and the burden that is felt by family members (Barnard, 2007; Karp &
Tanarugsachock, 2000); ‘stigma’ which expresses not only family members’
perceptions of judgement by others but their own judgements on themselves and
their loved one (Curtis, 1999; Rose, et al., 2002); ‘grief’ which includes the loss felt
by family members for their loved one (e.g., loss of the person they once were), their
family (e.g., the impact it has on relationships within the family) and themselves
(e.g., their potential to fulfil their own goals; Muhlbauer, 2002; Treadway, 1989);
‘identity’ describes the struggle of maintaining the family members’ own lives (e.g.,
their goals and values) as well as managing the lives of their loved ones (e.g., their
safety needs). Family members felt that their loved one’s needs had displaced their
own needs, and perceive their identity as being entangled with their loved one’s life
(Brown & Lewis, 1999; Tuck, et al., 1997).
Employing a discovery orientated interview technique assists with the detection of
the processes described in the previous paragraph. It also enables the discovery of
any other processes and/or themes not previously identified in prior studies. The
interviews, as described in Section 9.1, were conducted at two time periods. When
reviewing the previous models of family recovery, only Rose et al.’s (2002) model
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used a longitudinal qualitative approach. Rose et al. (2002) conducted three
interviews over two years with 12 participants completing all three interviews, and
focussed on how families responded to mental illness. The current study, however,
focuses on families impacted by SU and/or MH disorders, in which a longitudinal
qualitative study has not previously been conducted. Consequently, the following
research questions were investigated.
Research questions (refer to Section 1.5):
11. What themes related to family/carer recovery are identified in the interviews at
the start and in the last 12 months?
12. What changes were there to the themes identified in the interviews over the 12
months?
9.1. Procedures for the Interviews
The 19 participants were recruited with consent from the Salvation Army, NSW as
described in Section 4.1.1 and 4.1.2. Participants were interviewed either at the
Salvation Army Corps or in a room at the University of Wollongong at a time that
was convenient for the participant. The majority of participants chose to be
interviewed at the Salvation Army Corp. The participants completed two interviews.
In the first interview (Time 1) the participants were prompted with the following:
I would like to hear your story from when you may have been thinking,
‘something is not quite right here’. Perhaps you were thinking ‘this is
just a passing phase’, ‘they are just little off’ or perhaps close friends or
family were concerned about your family member.
The average length of time for the interview was 44 minutes (range = 31min to 1
hour and 39 minutes). Participants were interviewed again after 12 months (Time 2)
and were prompted with the following:
Focusing on the past 12 months I would like to hear about your life and
your experiences with your family member’s substance use/mental health
disorder.
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The average length of time for the interview was 36 minutes (range = 23 min to 58
min). For further detail of the interview protocol and questions refer to Appendix P.
All 19 participants completed the interviews at Time 1 (T1) and Time 2 (T2). The
interviews were audio-taped and then transcribed verbatim for analysis.
9.2. Analysis of Interview Data
Analysis of the interviews was completed using Leximancer (ver. 3.5,
www.leximancer.com), which is a semi-automatic content analysis research tool (see
Section 4.5.7). The Leximancer software performs two stages of text mining,
conceptual and then relational analysis. In conceptual analysis, the text is examined
for the presence and frequency of concepts (Leximancer Manual, 2010). In the
relational analysis, the text is examined to discover how much the concepts identified
are related to each other. There are six phases of processing that Leximancer
undergoes to extract the concepts and their interrelationships, this generates a
conceptual map, refer to Appendix Q for more detail.
Leximancer is able to identify significant themes that occur in the text by producing
a “ranked list of important lexical terms on the basis of word frequency” (Smith &
Humphreys, 2006, p. 262), these are called concepts. ‘Seed’ words represent the
starting point for the definition of each concept and are automatically identified by
searching for words that appear more frequently in the text being analysed. However,
the user may also manually provide seed words. Words that are highly associated to
the ‘seed’ are constantly updated throughout the learning process. These words
finally develop into a thesaurus for each concept. The main purpose of concept
learning is to determine groups of words. These word groups form a concept, which
increases the significance of all the other words in the text (Leximancer Manual,
2010).
A co-occurrence measure is the frequency in which concepts co-occur and is used to
create a conceptual map (Leximancer Manual, 2010). The regularity in which
concepts co-occur produces “families of terms that tend to be used in the text
together” (Cretchley, Gallois, & Rooney, 2010, p. 319). These clusters of concepts
are referred to as themes. The most prominent concept gives the name to each of the
themes; this is also signified by the largest dot (in the concept map) within the theme.
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The themes can be renamed by the user when relevant, by using at the various tools
within the Leximancer program.
9.2.1. Concept mapping
Leximancer is able to generate a concept map, rank-ordered concept list and text
query options. The concept map “visually represents the strength of association
between concepts and provides a conceptual overview of the semantic structure of
the data” (Cretchley, Gallois, & Rooney, 2010, p. 319). The size of the concept
indicates its frequency, the larger the concept the more frequently it appears within
the text. The concepts are also “heat-mapped” where the hot colours (red, orange)
indicate the most relevant concepts and cool colours (blue, green) indicate the least
relevant concepts. The concepts which are closer to each other indicate that they
either appear frequently or occur in similar positions in the text. The coloured theme
circles help in the interpretation of the concept map, via grouping clusters of similar
occurring concepts together. Like the concepts the themes circles are also heatmapped where the hot colours signify the most relevant themes and the cool colours
the least relevant (Leximancer Manual, 2010). The rank-ordered concept list
highlights the frequencies in which the concepts occur within the text, where
connections between concepts can be discovered (Leximancer Manual, 2010). The
text query option highlights the area within the interview where the concept can be
found (Leximancer Manual, 2010).
9.2.2. Reliability and application of Leximancer
The reliability of Leximancer is assessed in two ways, stability and reproducibility.
“Stability is a measure of whether the same data produce the same results” (Smith &
Humphreys, 2006, p. 265), and is comparable to inter-coder reliability (Cretchley,
Gallois, & Rooney, 2010). Reproducibility involves investigating the similarity in
concept network patterns (structural validity) as well as comparing the output of
Leximancer with other valid analysis of the same data (correlative validity; Smith &
Humphreys, 2006).
Leximancer has been used in a wide range of fields which include politics (e.g.,
Lodhia & Martin, 2012; McKenna & Waddell, 2007, p. 380), education (e.g., Al197

hawari & Al-halabi, 2010; Jones, 2009), business (e.g., Martin & Rice, 2007;
Middleton, Liesch, & Steen, 2011), health (e.g., Hewett, Watson, Gallois, Ward, &
Leggett, 2009; Travaglia, Westbrook, & Braithwaite, 2009), and literature (e.g.,
Cretchley, Gallois, & Rooney, 2010; Indulska, Hovorka, & Recker, 2012).
Leximancer has been used in psychology where semi-structured interviews were
analysed for help-seeking behaviour of women with past or present bulimic
behaviours (Hepworth & Paxton, 2007). Other studies analysed conversations
between people diagnosed with schizophrenia and their carers (either family or
professionals; Cretchley, Gallois, Chenery, & Smith, 2010; Marshall, 2008).
9.2.3. Advantages of Leximancer
The advantages of using Leximancer for textual analysis are:
a. It allows an exploratory approach to be undertaken, where the concepts
emerge from the text. As Leximancer is able to generate it’s own dictionary
of terms based on the text it is analysing, enabling the programme to mine a
thesaurus of terms which define the concept. This feature alleviates the user
from the responsibility of developing a coding scheme and also allows a level
of reliability which is an advantage over other methods (Cretchley, Gallois,
Chenery, et al., 2010).
b. It eliminates the need for multiple coders, as the text segments are always
analysed in the same way provided that the parameter settings are the same,
which again increases the reliability (Smith & Humphreys, 2006). It is highly
efficient in that it is able to analyse large volumes of text in a few hours,
which would be impractical or impossible through manual analysis (Indulska,
et al., 2012; Koenig, 2006).
c. The potential for bias is reduced (Grimbeek, Loke, & Bartlett, 2004), as the
user is made aware “of the global context and significance of concepts
[which] help[s] avoid fixation on particular anecdotal evidence, which may
be atypical or erroneous” (Smith & Humphreys, 2006, p. 262). This reduction
in bias is achieved through the use of an automated procedure, as it
“mathematically limits the human element in its internal system of data
analysis and display” (McKenna & Waddell, 2007, p. 380).
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d. It creates visual representations which enhance the understanding for the user
such as cognitive mapping and bar charts. The user then decides whether the
“maps confirm, extend or contradict the frame model obtained through
interpretive analysis” (Koenig, 2006, pp. 66-67).
e. It provides the user with the ability to customise the analyses to varying
degrees through the use of various tools in the program. The analyses can be
fully automatic to highly customised by modifying the concepts preceding the
analysis (Leximancer Manual, 2010).
9.2.4. Use of Leximancer in this thesis
In this thesis Leximancer was used to analyse respondents’ scripts at each time
separately (i.e., T1 and T2). The separate concept maps provide information in
regards to the themes associated with each time period. The separate analysis also
excludes the relational nature which would be enforced if the analysis was conducted
on both time periods at the same time (Cretchley, Gallois, & Rooney, 2010).
9.3. Method
Two separate analyses were conducted on the transcripts at Times 1 and 2. Initially,
for all analyses, an automatic analysis (base on the default settings) was run to
identify the most common concepts and themes. Appendix Q provides a detailed
description of each type of key process such as pre-process, concept seeds
identification, edit emergent concept seeds, and so on. Besides the standard set of
excluded words in Leximancer (e.g., and, but, is), other common function words
were excluded (e.g., Ahem). Singular and plural words were merged (e.g., family
and families) and dialog tags were applied. Dialog tags identify the dialog spoken by
the interviewer and the participant. Concepts were merged and edited to create more
coherent concepts which included a number of terms such as ‘drugs’ (e.g., alcohol,
marijuana), ‘group’ (e.g., first floor, VIFs), and ‘money’ (e.g., credit, dollars).
‘Interviewers’ questions and comments were excluded from the analyses of the
transcripts. For further detail in relation to the technical aspects which are applied to
Leximancer in these analyses refer to Appendix R.
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9.4. Results
9.4.1. What themes are identified in the interview data at Time 1?
The concept map (see Figure 15) generated for the first interview identifies a number
of different concepts and their relationship to each other. As outlined in Section
9.2.1, the larger the concept the more frequently it appears in the text. Therefore, in
Figure 15 the concept of ‘Time’ appears more frequently than the concept of
‘Mental’. The concepts are also “heat-mapped” to indicate how relevant the concepts
are; ‘Drugs’ and ‘Started’ (both red) are more relevant than the concepts of ‘Money’
(blue) and ‘Child’ (purple), refer to Figure 15. Those concepts which appear more
frequently together or in a similar position will be closer together in the concept map;
the concepts of ‘Group’ and ‘People’ occur to together more frequently in the text
than ‘Group’ and ‘Money’ (Figure 15).
The coloured theme circles group together similar occurring concepts. The concepts
of ‘Jail’ and ‘Police’ are included in the theme labelled ‘Legal system’ as they are
similar concepts. The coloured theme circles are heat-mapped to indicate the most
relevant themes. The theme of ‘Reflection on loved one’s SU/MH disorder’ (red) is a
more relevant theme than that of ‘Other children’ (purple), refer to Figure 15.
Six thematic clusters were identified, as shown in Figure 15. The themes were
labelled by the researcher after an analysis of the concepts located within each of the
themes. The interpretation of themes was assisted by the examination of concept
thesauri (a collection of correlated words which generate the concept, Appendix Q)
and the position of the concepts in the concept map (signifies the relationships
between the concepts). The use of Leximancer’s interactive browser enabled further
validation of the relationships between the concepts where the location of the
concepts within the text could be identified. This enabled the meaning and usage by
the participants to be established (Table 43). Through this process the following
thematic labels where applied: 1) Reflection on loved one’s SU/MH disorder –
describes the impacts of their loved one’s SU and/or MH disorder on themselves,
their family, and their loved one; 2) Home Environment – explains the impacts of
their loved one’s SU and/or MH disorder on their home, from a chaotic to a
functioning environment; 3) The Support Group -

illustrates the feeling of
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acceptance from the group and the collaboration between the group members; 4)
Legal System – represents the family members interactions with police and jail due
to their loved one’s behaviour (e.g., driving offences, selling drugs); 5) Support and
theft - focuses on their loved one’s desire for money and the impact that it had on the
participants and their partners; 6) Other Children – depicts the impact that their loved
one’s SU and/or MH disorder had on the participants other children.
9.4.2. The connection between the themes at Time 1
The themes of ‘Reflection on loved one’s SU/MH disorder’, ‘The support group’,
and ‘Home environment’ are overlapping, which signifies that there is an association
between the three themes. This association between the three themes is highlighted
by the following quote from participant 1 (All names have been changed to preserve
confidentiality):
It became obvious that he was on drugs too. So it came as a huge shock
because nothing like that had happened in the family before, just being an
ordinary family – and so we struggled along for a little while and then
some friends asked us to come to Teresa’s group and I came with my
knees knocking thinking everyone will be critical and …and it was
nothing like that at all. It was just the fear, the fear of – from the outside,
not so much from the meeting but from the outside world.
This quote emphasises what a lot of families in similar situations experience - the
shock of finding out that their loved one from an ‘ordinary family’ has a SUD, and
their initial struggle with this journey. The process of reaching out for help and
support is initially difficult due to the perceived stigma from other people outside the
group. Participant 5 discusses the way that her loved one dominated the family, and
how having the counsellor from the group acknowledge the situation and her feelings
brought participant 5 a sense of relief:
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Figure 15.
Concept map of interviews at Time 1.
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Table 43
Themes and Interpretations of the Concept Map at Time 1
Theme

Interpretation

Reflection on loved one’s SU/MH disorder

Initially, the participants focus is on when they first noticed changes in their loved one. The focus then
moved to reflecting on the impact that their loved one’s SU and/or MH disorder has had on the
participant and other members of the family. They also discuss the impact that drug use has had on
their loved one, especially in relation to the effect on their mental health.
The focus is on the journey from a chaotic to a functioning home environment, where their loved one’s
SU and/or MH disorder had a direct impact. This disruption to their home environment is discussed
mainly in terms of the negative impacts on family members’ relationships. Even when events occurred
in places other than their home it would still impact their home environment.
The discussion on acceptance and collaboration between people in the group is evident, where people
are non-judgemental, share their feelings and life experiences with each other. The participants were
also able to gain knowledge in the group and apply it to their own situations, with guidance from not
only the counsellors in the group but also from other people from the group.
Participants were impacted by the legal system as a result of their loved one’s continued
behaviour; for example, theft, selling drugs, driving offences. This experience had both
negative as well as positives consequences.
The focus is on their loved one’s desire for money and the impact that it had on the participant and
their spouse (i.e., husbands). Providing their loved one money created conflict between spouses. Theft
of money also created a lot of emotional distress for participants.
A discussion of their other children’s behaviour was both positive and negative. The major focus was
on the impact that their loved one’s SU and/or MH disorder had on the participants other children.

Home environment

The support group

Legal system

Support & theft

Other children
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Teresa saw from the way that they interacted and the power that Chris
had, the way that he manipulated us all she could see that from the
second she walked in the door, so it was a real relief to know that this
was real, that it was happening and what I’d really done allowed Chris to
take the place that his father had and to manipulate and control and
dominate and be aggressive and …and do all those kind of things and
…and that was really hard for me to accept too because I had worked so
hard to get away from that type of life and to pull the kids away from
that, I didn’t want them to be exposed to it and …and I’d – through
ignorance let it happen again, you know he …he kind of taken that over.
There is a degree of overlap between the themes of ‘Reflection on loved one’s
SU/MH disorder’ and ‘Legal system’, which indicates a level of connection between
these two themes. The quote from participant 14 highlights the connections between
the two themes which were common experiences for those families whose loved
one’s turned to illegal activities to support their drug use.
Sam was …was also support to his wife and he was … a very good
provider. He provided drugs for him and her so he had to steal twice as
much, and I think the first time he was arrested and Grace was
completely beside herself that the … the prospect of going to jail.
The loved one’s illegal activities initiated police involvement, which in turn led to
charges being laid and going to court. The thought of their loved one in jail was quite
a stressful experience for family members. Eventually some loved ones did spend
time in jail. Family members became hopeful with the thought of their loved one
being rehabilitated during their incarceration, but they were often let down.
Harry got arrested in about 2004 or something like that for selling drugs
to an undercover policeman right, … and he went to jail for eighteen
months, and I could still kind of tell, even when he was in there which
was probably when he was about his best …, you know how you project
what you want things, how you want things to be but it’s what you want,
it may not necessarily be what is so, and I just sort of thought “oh well
you know like this is good, you know like maybe this will set a pattern
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and he’ll come out” but you know, … I could more or less tell from the
time he came back home that it was only going to be a matter of time
before we were back to where we started from again. (participant 13)
There is an association between the two themes of ‘Reflection on loved one’s
SU/MH disorder’ and ‘Support and theft’, due to there being some overlap between
these themes. A distinction was often made between how each parent would handle
the situation. This distinction is emphasised in the following quote where the mother
was willing to give their loved one money; however, the father was not. This
situation created a disruption in the martial relationship which needed to be repaired.
It’s been a very stressful ten years between John and I because of our –
me giving Brett money and that didn’t help matters you have to be …you
had to be honest with one another. Once we started, once I started
working with John … it gave me peace of mind to knowing that he knew
what was going on (participant 17).
The following quote from participant 2 highlights the need to provide monetary
support for their loved one so as to protect their grandchildren. Also highlighted is
the difference between the parents in their willingness to identify that something is
wrong and not to dismiss it.
The granddaughter looked like she’d been dragged around, and the
house, the walls – they started to paint a wall and get half done and
wouldn’t get finished and a whole heap of unrealistic things, and there
was never money for food, and it sort of comes to light that there’s
something wrong here, and unfortunately the first thing we do is sort of
say “oh that’s alright here’s some money for food.” We tend to ignore
what the problem really is and say “that couldn’t happen to us we’ve
been good parents, not bad parents” and this is the first thing that hits you
when you come up against a problem like drugs “what have I done
wrong” and the mother seems to say it first and then dad says it second
(participant 2).
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The theme of ‘Other children’ did not overlap with any other theme indicating that
this theme/concept of child is unique, in that this theme/concept does not overlap
with any other theme. Participants perceive that their children have and are impacted
by their loved one’s SU and/or MH disorder; although, they are not as directly
involved in the day-to-day events as the participants are. The participants often stated
that they focussed so much on their loved one during these times that they often put
their other children’s needs to one side, as they only had the energy and ability to
cope with their loved one’s issues.
The addict gets in between mum and dad and drives a big wedge in there,
so that dad won’t do something, he talks to mum about it, and I spent my
life sort of trying to un- upset Beryl because Matthew would come round
and there would be a blew about how “we’ve never loved him” and all
sorts of excuses that really tears at heart strings and then Beryl would be
all uptight and her and I would be arguing and fighting, and this is one of
the biggest problems we have where we all get separated, the … our
other three children, a girl and two more boys get pushed to the
background, disappear into the winds and bushes somewhere and we
concentrate wholly and solely on Matthew whose doing nothing more
than trying to separate me and Beryl. (participant 2)
9.4.3. What themes are identified in the interview data at Time 2?
The concept map (Figure 16) generated for the second interview identifies a number
of different concepts and their relationship to each other. As outlined in section 9.2.1,
the larger the concept the more frequently it appears in the text. Therefore in Figure
16, the concept of ‘Time’ appears more frequently than the concept of ‘Wife’. The
concepts are also heat-mapped to indicate how relevant the concepts are:
‘Grandchild’ and ‘Happy’ (both red) are more relevant than the concepts of
‘Husband’ (green) and ‘Family’ (purple), refer to Figure 16. Those concepts that
appear more frequently together or in a similar position will be closer together in the
concept map. The concepts of ‘People’ and ‘Child’ occur together more frequently in
the text than ‘People’ and ‘Happy’ (Figure 16).
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The coloured theme circles group together similar occurring concepts: ‘Better’ and
‘Feel’ are included in the theme labelled ‘Life is getting better’ as they are similar
concepts. The coloured theme circles are heat-mapped to indicate the most relevant
themes; ‘Reflecting on past, present & future’ (red) is a more relevant theme than
that of ‘Family – together & separate’ (purple), refer to Figure 16.
Four thematic clusters were identified, as can be seen in Figure 16 (see Table 44): 1)
Reflecting on past, present and future - focuses on the participants’ own
achievements and what they would like to do in the future and their loved one’s
progress; 2) Life is getting better – illustrates the positive aspects of life, the
improvements that have occurred and the constructive changes that have been made;
3) Interaction with others – describes the relationships and exchanges that people
have with each other (e.g., family and community); 4) Family – together and separate
– explains how the family functions as a whole (e.g., attending family functions) and
the acceptance participants have for the choices that each family member makes. The
interpretation of themes was assisted with the examination of concept thesauri, the
position of the concepts in the concept map and the use of Leximancer’s interactive
browser.
9.4.4. Connections between the themes at Time 2
The themes of ‘Reflecting on past, present & future’ and ‘Life is getting better’
overlap each other, which signified that there is an association between these two
themes. These two themes both focus on the participant and their loved one and how
they perceived their lives. As an example, participant 9 talks about how well her
loved one is going and how much his life has improved over time and the positive
interaction they are having.
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Figure 16.
Concept map of interviews at Time 2.
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Table 44
Themes and Interpretations of the Concept Map at Time 2
Theme

Interpretation

Reflecting on past, present & future

There is a focus on their loved one - their progress, the interactions they have with their partner and
their own children, what they are able and hope to do and their perceived happiness with life. There is
a focus on themselves - what they are able to do and what they would like to do in the future, the
interactions they have had with their grandchildren and their own sense of happiness with life.
Participants made comparisons between what life was like in the past compared to the present.
The focus is on the positive aspects of life, the improvements that have occurred and the constructive
changes that have been made. They have re-focussed their life towards themselves. The changes they
have made are reflected in a more comfortable home environment, being in a better emotional place
and they are more positive about themselves. Participants are more positive about their loved one’s life
and have an acceptance of the choices he or she makes.
Focuses on the relationships and exchanges that people have with each other. Participants spoke of the
relationship between their children and their loved one, which involved some tension but were
improving. Participants were now spending more time with their other children. Participants spoke of
their spouse in relation to the nature of their relationship, how they have supported them and how they
were enjoying spending more time with them. The participants were now able to perceive the
difference between people in terms of values and goals and they were not concerned about how they
were perceived by others.
The family is able to function as a whole, such as attending family functions, generally feeling
happy with each other and experiencing the ups and downs that are apart of family life.
Although some families still experience conflict and tension, they can see some improvements.
Participants accept that each family member needs to have the space to make her or his own
choices and to live the life he or she chooses to live.

Life is getting better

Interactions with others

Family – together & separate

209

209

Elliot’s been working on sobriety and he has been clean for a while, and he
keeps talking about how good that feels and how it has improved his life
and, he’s reading a lot of books on self help and, so yeah most of the time
he’s been … ok to talk to. We’ve had some good talks and good interaction,
at times, he’s got some issues to deal with and then, …he gets, he gets a bit
rude and then I pull him up on it and I say “why are you hostile” and then,
we talk about things. So yeah he’s on the whole, he has come a long way in
the last twelve months.
The participants discuss focussing on their own lives and not being so involved with
their loved one’s life. For example, participant 4 emphasises the point that he has his
own life to live.
Craig would say ... that we were not deserting him, we were sort of cutting
the ties and ... I’d say to him “well mate there’s no tie, there’s ties there but
you cut them earlier, we’ve got our own life now”. Like “we’ve got a life
and mine ... is a lot shorter than your life”. “What I’ve got left is a lot
shorter, so I’m going to do the things that I’ve wanted to do for a long time”.
Participant 15 focuses on the life her and her husband wish to live; she is not as
concerned about her loved one as she was previously. Participant 15 reflects back on the
past 12 months as being very enjoyable.
It’s changed everything in our life as well because now we can settle down
and, sort of you know look at our lives now and not sort of have to worry
and depend about, where we’re going to go with Sam in the next 12 months
... I can see his life is coming together and you know the whole family is
happy at the moment and everything has been really good …its been a very
rewarding year actually.
There is a degree of overlap between the themes of ‘Life is getting better’ and
‘Interactions with others’, which indicates a connection between these two themes.
These two themes focus on the interaction between people mainly from within the
family. Overall, the interactions between the participants and their husband/wife,
children and loved one have been positive. Participant 5 explains that she has been able
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to create a safe and positive home environment for herself and her children that does not
rely on one person’s emotional state.
Even if everything for the kids falls apart it doesn’t affect my happiness. I
worry about them, I care about what happens to them, but I am still happy
within myself for the things that I’ve done and where I’m going and the
choices that I make and I think that helps them too to know that their life at
home isn’t going to fall apart.
Participant 14 spoke about the need for his wife to have a quieter life, but the enjoyment
he has with his children and their families when they get together.
Grace say’s she’s putting a stop to it for a while, she wants a quieter life but
it’s good, they want to be there with us …and when you see the, nephews all
being there, best friends as well, it’s really nice, it’s really nice as my boys –
three of the boys, two of their wives work in the company so we have a
working relationship, we have a family relationship ... it’s pretty neat.
There may also be times when people in the family perceive situations differently but
the participants are able to recognise and understand those differences. For example,
participant 3 explains how she and her husband have different points of view in a
situation that occurred between their loved one and their other child.
My husband and I sort of had different outlooks on that situation, because he
felt for our son, and yes I did too, but I could see my daughter’s point of
view too that, you know she’s a smart ten year old [granddaughter], and you
know, she’s got to protect her and she’s got to let her see that there’s
consequences for peoples actions if they do the wrong thing.
The theme of ‘Family - together & separate’ did not overlap with any other theme
indicating that this theme, containing the concepts of ‘Family’ and ‘Started’, is unique.
The participants perceive themselves as being a lot closer to their husband/wife and
each of their children. However, the family interacting together as a whole is not as the
participants would like it to be. They still perceive conflict and tension between children
as well as their loved one, as the following examples indicate:
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With reference to family matters I think not as good as they should be, a bit
of conflict between some of the children (participant 2).
My daughter is ... she’s very family orientated, but she was very hurt by the
way I think Sam’s hurt us, his parents, so she’s been a lot harder than what
we have, but she’s a very sensible girl (participant 4).
However, some participants perceive there to be some improvement in the relationships
between family members. The family are starting to interact in a way that the
participants identify to be more like their ideal family.
Evan and I are sort of looking at our …our lives now …and what we’d
really like to do with our life and …and you know we can free ourselves and
go off and do what we want to do now without considering, or wondering
you know, about things at home and what’s going on at home and ... are
things right with Sam and is this right, you know, it’s just – more or less just
letting the whole family get on with their own lives and I think that’s what
it’s …that’s what’s really starting to take show, that we just sort of stepping
back now and let everybody deal with their own problems (participant 15).
9.4.5. Comparison of themes at Time 1 and Time 2
The themes identified at Times 1 and 2 are presented in Table 45. These themes are in
order of relevancy. The theme of reflection occurred at both time points, although the
interpretation at each of the time points was different. At Time 1, the reflection focussed
on the loved one’s SU and/or MH disorder. At Time 2, the reflection was divided
between the loved one and the participants. The focus on the loved one was mainly on
his or her improvement and positive outlook for his or her future. The participants
focussed on their own achievements, how happy they were and the positive outlook
they had for themselves in the future.
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Table 45
Comparison of Themes at Time 1 and Time 2
Time 1

Time 2

Reflection on loved one’s SU/MH disorder

Reflecting on past, present & future

Home Environment

Life is getting better

The Support Group

Interactions with others

Legal System

Family – together and separate

Support & Theft
Other Children
There were no other similarities between the themes at Time 1 and Time 2. At T1, the
major focus of the participants was on their loved one. This dominated each of the
themes specifically in regards to how their loved one’s SU and/or MH disorder
negatively impacted the participants, other members of the family and the community.
At Time 2, the focus was mainly on the participants themselves with references to their
loved one, other members of their family and the community. The themes at Time 2
were more positive than at Time 1, where family members spoke about life being better
than the past, being happier in the present, and being more optimistic about the future.
9.4.6. Comparison of concepts at Time 1 and Time 2
The concepts, which were identified at Times 1 and 2, are outlined in Table 46. These
concepts are in order of most to least frequent.
The variation in the frequencies between Times 1 and 2 is a function of the time that
each interview took to complete (T1 M = 44 min; T2 M = 36 min). To compare Time 1
and Time 2 the frequencies were converted to percentages; for example, Home (Time 1)
= frequency (f)/total f at T1 = 185/1993 = 9.28%, Home (Time 2) = f/total f at T2 =
39/590 = 6.61%.

213

Table 46
Comparison of Concepts at Time 1 and Time 2
Time 1

Frequency

Time 2

Frequency

290

Percentage
Frequency
14.55

Time

85

Percentage
Frequency
14.41

Time
Drugs

186

9.33

Child

77

13.05

Home

185

9.28

Grandchildren

57

9.66

Happened

117

5.87

Life

51

8.64

Thought

106

5.32

Family

44

7.46

Group

105

5.27

Home

39

6.61

Started

101

5.07

Feel

31

5.25

Family

87

4.37

Happy

30

5.08

People

85

4.26

Thought

26

4.41

Life

85

4.26

Husband

25

4.24

Money

85

4.26

People

24

4.07

House

81

4.06

Started

23

3.90

Jail

72

3.61

Place

22

3.73

Place

71

3.56

Partner

20

3.39

Grandchildren

64

3.21

Better

14

2.37

Police

58

2.91

Able

12

2.03

Feel

57

2.86

Wife

10

1.69

Wife

52

2.61

Child

47

2.36

Mental

36

1.81

Husband

23

1.15

The concept of ‘Time’ was the most frequently used and the most relevant concept at
both Times 1 and 2. However, ‘Time’ was used differently at each of these time points.
At T1 ‘Time’ was used to reflect on the past, the number of times a thought or action
would occur, and the impact of their loved one’s SU and/or MH disorder has had on
other members of their family; overall this concept had a negative tone.
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My daughter was becoming very afraid that someone would break in while
she was home because Chris would break in a lot and she’d stopped being
able to sleep. So every night she had a light on in her room and she would
be up and down six or seven times in a night (participant 5).
At Time 2, ‘Time’ was used to reflect on the past 12 months, which was mainly in
relation to themselves but also their loved one and other members of their family.
Generally, this concept was discussed in a more positive tone.
we went away on holidays in January and it was the first time in 15 years
we’ve had a holiday with no hassles, no phone calls, didn’t come back to
any dramas, and it was like a load was lifted off our shoulders you know, it
was a great feeling (participant 3).
There were a number of other concepts that appear at both time points. These concepts
include both word (black concepts in Figure 15 and 16) and name (green concepts in
Figure 15 and 16) like concepts (Appendix Q). The word like concepts include: Feel,
Home, Life, Place, Started and Thought. The concept of ‘Feel’ at Time 1 was discussed
in terms of positive feelings towards the support group, “[The group] gave me such a
feeling of warmth and acceptance” (participant 8). As well as negative feelings about
themselves in relation to their loved one’s SU and/or MH disorder
I feel a lot of guilt and like I said at the beginning 24 years of …of it and we
didn’t do anything until it was really bad you know and I can’t answer that
“Why did I do that? Why did I let that go for so long” (participant 19).
However, at Time 2 feelings were positive and more focussed on themselves as
individuals, in that they were not reliant on the support group or their loved one. “I
know the inner peace that I have is just, you know just made me feel so much better in
my day-to-day living” (participant 3).
The concept of ‘Home’ was discussed similarly at both time points. There are still
negative impacts from their loved one’s SU and/or MH disorder, the need to enforce the
boundaries and make changes to their lives.
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for three years I never repaired the front door because they [children] broke
it three times and I just sort of went “ok that’s fine we’ll just push
something up against it at night” and you just live in this constant turmoil
and I was really …I was afraid to come home sometimes. (participant 5).
However, the interactions between the participants and their loved one were more
positive at Time 2. “Craig’s been away on a couple of holidays down to our holiday
house with us and that’s been really good, and we’ve had a good time” (participant 3).
At Time 1 participants discussed ‘Life’ in terms of their experiences both positive and
negative and these were directly related to their loved ones SU and/or MH disorders,
“we were enjoying our life while Craig was away from us as well” (participant 4). At
Time 2 participants were more focussed on their own life, in terms of how they felt and
what they were doing. They also discussed their loved one and other people’s lives,
mainly their other children.
Evan and I are sort of looking at our …our lives now and …and what we’d
really like to do with our life and …and you know we can free ourselves and
go off and do what we want to do. (participant 15).
The concept of ‘Place’ at Time 1 referred mainly to where their loved stayed (i.e., other
people’s places) and the negative impact they had on these places; “there was a knock
on the door and these friends are there and they were complaining about Chris. He’d
stayed at their place in the morning when they got up half their stuff was missing”
(participant 5). At Time 2 the concept of place referred to either a physical place, which
was more varied than at Time 1 (i.e., workplace, jail, drug and alcohol services, friend’s
place) or an emotional space that participants or their loved one was in, “We did go to
see the drug and alcohol place ... George did go in from there, went in and did a six
week course” (participant 8).
At Time 1, the concept of ‘Started’ was discussed in relation to their loved one
beginning to change their behaviour and using drugs and participants themselves
starting at the group; for example, “… then he started to get into trouble. He started to
steal and we didn’t know what to do” (participant 19). However, at Time 2 ‘Started’
referred to their loved one growing and maturing and the changes participants had made
which had an impact on the family; “If I hadn’t started to change my own attitudes and
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behaviours would we [the family] be where we are, and I look at that and I think ‘no we
wouldn’t have’” (participant 5).
The concept of ‘Thought’ was discussed more positively by the participants at Time 2
when compared to Time 1. At Time 2, participants talked about their future as well as
the concern they had about events in their loved one’s life, “it’s been a good year. It’s
made me realise that, I’m stronger …than I thought I am and I’ve got a lot of things to
look forward to” (participant 9). At T1 the participants were more focussed on the SUD
and how to ‘fix’ the problem.
I was too exhausted to have time for my other, my daughter and …and I
know that …I know that I’m still exhausted from it. It’s going to take a
while to recover and I feel like, like even driving – it was just like that’s all
you thought about you know, like you’d go to sleep and then you’d wake up
and you’re tired and just every peaceful moment you just think about how
you can help him (participant 3).
The name like concepts (green concepts in Figure 15 and 16) included: Child, Family,
Grandchildren, Husband, People and Wife. At T1 the concept of ‘Child’ was a separate
theme. However, at Time 2 it is closely related to ‘Husband’, ‘Wife’ and ‘People’. At
T1 the participants focussed on the impact that their loved one’s SU and/or MH disorder
had on their other children and the relationship between them, “I think to them it was as
though – yeah I can remember James saying to me ‘mum he embarrasses me so, I’m so
ashamed of him (loved one)’” (participant 15). At Time 2 the relationship was still
described as strained but improvements were being made. In addition, participants also
described spending more time with their other children which was not the case at Time
1.
the situation with his sisters is probably more palatable now than it was 12
months ago. So the ...the resentment, the deep resentment they had about the
trauma, slowly fading away and there’s …there’s much more tolerance to
Brett from…from them (participant 11).
The ‘Grandchildren’s’ interactions with the participants and their loved one were
discussed at both time points. At Time 2 the interactions between the loved one and the
grandchildren were perceived as more positive than at Time 1, “Barbara’s helping a lot
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now ... even as far as the kids she does everything, like I try to stay out of it a lot of it
now, because she’s doing it” (participant 6, Time 2) and “They [loved one and partner]
were both very lazy and they slept a lot, and left the children who are young on their
own unsupervised which was really dodgy” (participant 1, Time 1). At Time 1 the
participants focussed more on having to take care of their grandchildren, “... in the end
she [loved one] was evicted and so that’s how we came to be together because I brought
her and her daughter down with me” (participant 6). At Time 2 they were discussing
either increasing or decreasing the amount of time they spent with their grandchildren,
where they seemed to have more choice in the decision, “I’ve been able to get involved
more with my grandchildren and that’s really, it’s really been very, very important to
me” (participant 9).
At Time 1 the concept of ‘Husband’ was spoken of mainly in regards to the conflict that
ensued due to providing monetary support for their loved one.
I used to give Brett money, mainly because I trusted what he said which was
a big mistake and that put a big – it was a lot of arguing …arguments
between John and I because of it. I just – like I just couldn’t see him
destitute. I thought I was helping him but I wasn’t really … and it put a big
strain on our marriage” (participant 17).
At Time 2 there is more of a focus on the participant’s relationship with her husband, in
a more positive way, “everything is good with my husband and myself” (participant 15).
At Time 1 the participants spoke of the concept of ‘Wife’ in terms of how together they
experienced the impacts of their loved ones SU and/or MH disorder, “he was shooting
up heroin which was quite a you know, a complete – we were Patricia and I were all at
sea, we just …we had no concept about what that involved” (participant 16). At Time 2
the focus was on spending time together for the enjoyment of activities, “Louise and I,
we’ve just been really enjoying ourselves, you know really enjoying our time to each
other …together” (participant 4). At Time 1 the husband and wife were situated in two
different themes. However, at Time 2 they are encapsulated in the one theme which
indicates they these concepts occurred more frequently together in the text at Time 2.
The concept of ‘People’ at Time 1 referred to people in the support group as well as the
participants’ friends and members of the community.
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it doesn’t take you long when you hear the other people talking in the group
that we’re all in the one boat and … little bit by little bit you start opening
up and the relief in your own mind and …and heart, you know to have
someone to talk to that will listen (participant 6).
However, at Time 2 the concept had more to do with their loved one’s interactions with
people and how the participants thought about people, “I can see that people have
different boundaries and, and people have their own views and they stick to it”
(participant 4). There was no discussion of the support group at Time 2.
The concept of ‘Family’ was focussed on the roles that family members enact and the
way the family relate to their loved one at Time 1.
we helped Craig out as family probably always do and then like at family
functions and parties and stuff like that. I just remember there was always –
he’d always start a fight, like a verbal fight or something and just go off for
any reason you know (participant 4).
At Time 2 the interactions between family members were not solely focussed on the
loved one, where there is a need to allow each family member to live their own lives,
“it’s just – more or less just letting the whole family get on with their own lives”
(participant 15). Although participants perceived that family interactions were
improving they still felt that there is a long way to go, “My family, they’ve tried so hard
to – well they welcome him to everything even though he’s quite nasty to them and they
just, for my sake, accept him.” (participant 8).
The concepts that were identified at Time 1 but not at Time 2 include: Drugs, House,
Mental, Happened, Group, Jail, Police and Money (Table 47). All of these concepts
were discussed in relation to their loved one’s SU and/or MH disorder. The focus was
on the negative impact that the SU and/or MH disorder had not only on their loved one
and themselves but on other members of their family and the relationships within the
family. The concepts that occurred at T2 but not at T1 include: Happy, Partner, Able
and Better (Table 48). These concepts were discussed mainly in relation to themselves
but also their loved one, where participants were more optimistic about the present and
their future.
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Table 47
Concepts that Occurred Only at Time 1
Concept

Interpretation

Evidence/Example

Drugs

Illustrates the impact that the SUD has had on their life,
other family members’ lives or the life of their loved one.

House

Refers to their loved one’s living arrangements, when they
were not living at home. This often had a direct impact on
the participant.
Describes the impacts that the SUD had on their loved
one’s mental health.

I had reached a stage where I had a drug addicted son, and I had a wife
who I’d lost all trust in because she was falling victim to …to his stories
and…I even threatened to leave the marriage because I didn’t want to
see us going into old age in financial catastrophe. (participant 16)
we had to go to a solicitor to sort out the problem of the house, they
were going to take the house off him [loved one] and so I went to a
solicitor (participant 19)
all the drug taking it’s affected his health, and it’s affected him mentally
too. Brett can’t handle stress, he’s very up and down and can go off his
brain at the slightest thing and then he’s as calm as anything the next
day, he’s very – but I – it’s hard to take (participant 17)
I think the first main thing that …that sort of happened was kind of an
isolated event was that on the walkathon along the beach Harry and his
mates decided to drink wine and then they threw up back at the school,
anyway after that things basically went downhill (participant 13)
anyway so we came down and sort of met Teresa and we just really
thought it was just the program for us. It was just … they’re just people
with the same problems … and their kids had done well” (participant 4)

Mental

Happened

The participants describe events which are key moments
or turning points in their lives.

Group

Refers to the VIFs group run by the Salvation Army. The
majority of references relate to 3 aspects which are first
contact, the support and direction, and the lessons they
learnt from the group.
Explains the thoughts about their loved one ending up in
jail. Once convicted, they focussed on their loved one’s
time in jail. Then when their loved one was released
thoughts turned to hope for rehabilitation

Jail

when he was sentenced I was – Oh I was devastated, it was awful but it
was the best thing for Brett really (participant 17).
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Police

Money

Participants contacted the police directly due to their loved
one’s behaviour or their loved one’s direct contact with
police.
Discussed in three contexts the relationship between their
loved one and money, their loved one stealing money
and/or goods from them, and participants giving their
loved one money.

I’d just had enough I said “no” and I called the police, I said “look he
stole my socket set” and that resulted Brett going back to jail (participant
16).
they [loved one and partner] never had any money, busy spending it on
drugs I suppose (participant 12); I ended up by paying the back rent ...
which was really hard when you’re on a pension but we managed it
(participant 10).

Table 48
Concepts that Occurred Only at Time 2
Concept

Interpretation

Evidence/Example

Happy

Loved ones were perceived as being happier and more
confident. Participants reflected on how much happier
they were with their lives and the changes that they have
made.

Partner

Refers to the person that their loved one is involved with.
Participants described the relationship between their loved
ones and their partner and their children
Participants use the word able to describe what they and
their loved one can do or hope to do.

I see the future as …as something really positive and I wake up every
day and I’m happy every day and it still surprises me, it’s kind of like,
“gosh I’ve been happy all day today what is that about” because I can
remember days when you know I couldn’t even think about, I didn’t
even remember what happiness was (participant 5).
As we’ve said they’ve done their hard yards and he [loved one] was very
lucky, Tina has stuck by him those last five years… (participant 10).

Able

Better

Participants handled situations better and these situations
were slowly improving.

I became a part of the group and started to understand that life could be
different and it could be really good that that changed, … and it’s pretty
lucky that only one really has lost his way but has been able to find his
way back (participant 5).
unfortunately our third son just a couple of months ago went into rehab
for smoking pot … [I handled it] much better, much better (participant
1).

221

221

9.4.7. Comparison with previous research findings
A comparison between the processes related to family/carer recovery identified in
previous research (refer to introduction p. 201) and those identified in the current study
are outlined in Table 49. At first glance those processes identified in the literature are
not evident in the current study. However, on further investigation into the themes there
is evidence of these processes occurring.
Table 49
Comparison Between Research Findings and Current Study
Literature

Current Study Time 1

Current Study Time 2

Journey

Reflection on loved one’s

Reflection of past, present

SU/MH disorder

& future

Crises (stress) and coping

Home environment

Life is getting better

Stigma

The support group

Interactions with others

Grief

Legal system

Family – together &
separate

Identity

Support & theft
Other children

The process of ‘journey’ is most clearly evident in theme ‘Reflection on loved one’s
SU/MH disorder’. This theme looks at when participants’ loved ones first started to
change and how this impacted themselves and other members of the family. The
participants then describe their own process of change, which involved how they
interacted with their loved one and other members of their family. The focus of this
theme was on their loved one. The process of journey is also evident in the Time 2
theme of ‘Reflecting on past, present & future’. The participants discussed their loved
one in terms of their progress (i.e., what they are able and hope to do) and how they
seem to be happier. However, at Time 2, there is greater emphasis on themselves, their
achievements, future, and their own sense of happiness. In the literature there is a focus
on the journey of ‘before and after’ their loved one’s SU and/or MH disorder, where the
participants are tied very closely to their loved one. However, the longitudinal analysis
described a journey beyond the ‘before and after’ which was less dependent on their
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loved one’s SU and/or MH disorder. This change in emphasis from their loved one to
themselves highlights a process of individuation. This process enabled participants the
freedom to live a life they wish to lead.
The process of ‘crisis (stress) and coping’ was apparent in all the themes at Time 1. As
an example, the participants described their ‘Home environment’ as being
unpredictable, in turmoil, where there was conflict between family members, and a
place to escape from. This perception of their home did not change until the participants
started to put in place boundaries, where their goal was to create a safe, healthy, and
functioning environment. The ‘Support group’ enabled the participants to share their
feelings and experiences with others in a supportive environment and identify strategies
which assisted them in coping with their situation. At Time 2 participants have moved
beyond coping with their loved one’s SU and/or MH disorder to re-focussing on
themselves and what is important to them, as highlighted in the theme ‘Life is getting
better’. Participants were positive about the life they were living and were able to focus
on their future, which is more optimistic. The participants’ relationships with others, as
highlighted in the theme ‘Interactions with others’, were rewarding. This was especially
in regards to their spouses with whom they felt more connected. Although as a whole,
the family may not be interacting in a way that the participants perceive as ideal, they
did not allow that to affect their happiness. The literature suggests those families with a
loved one with a SU and/or MH disorder face stressful events, which negatively impacts
on their own health and wellbeing (Kirby, et al., 1999). If they are able to find support
they may be able to learn strategies, which may enable them cope with their situation.
Analysis of the Time 2 interviews shows that families can actually move beyond coping
and live a life that they wish to live despite what their loved one chooses to do with
their life.
‘Stigma’ was discussed by the participants, mainly in regards to ‘The support group’,
where they felt supported and accepted and no stigma was present. Although, some
participants alluded to the perceived stigma they felt from the community, in that they
wanted to keep the situation quiet. Stigma was also felt by the other children in terms of
embarrassment and being ashamed of their loved one, as well as contamination (e.g.,
“being tarred with the same brush” - participant 5). At Time 2 the concept of feeling
stigmatised was not mentioned. The participants spoke about having a better
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understanding of people and not worrying what other people thought which was
outlined in the theme ‘Interactions with others’. Stigma as outlined in the literature
often focuses on the initial impacts of having a loved one with a SU and/or MH
disorder, which influenced their sense of belonging in the family or community (e.g.,
Butler & Bauld, 2005; Corrigan & Miller, 2004). At Time 2 there were no discussions
of issues related to stigma. The participants’ relationships with others became more
confident, flexible, and accepting.
The process of ‘grief’ was felt in the ‘Home environment’, which was stressful and led
to feelings of loss for the participants, especially in relation to the breakdown of family
relationships. These feelings were able to be expressed safely in ‘The support group’.
The theme of ‘Support and theft’ highlighted the processes of grief especially in relation
to participants’ loved ones stealing from them, other family members and friends. This
was felt as a betrayal of their trust. Feelings of grief were not discussed at a significant
level at Time 2. Participants felt some grief in relation to their loved one, if they were
still using or for their lost potential, but this did not impact on their overall sense of
wellbeing or happiness, as outline in the themes ‘Life is getting better’, ‘Reflection of
past, present & future’, and ‘Family - together & separate’. The literature has described
the process of grief for those families who have a loved one with a SU and/or MH
disorder, where grief is felt towards their loved one, themselves, and other members of
the family and would impact their own health and well-being (e.g., Godress, et al.,
2005; Oreo & Ozgul, 2007). The longitudinal analysis of the interviews highlighted that
although some families still experience grief to some extent it does not consume them
as much as it did previously.
The process of ‘identity’ was discussed within the other processes and was not talked
about explicitly as a concept by the participants themselves. At Time 1 participants
identity was discussed in terms of the impact of finding out that their loved one had a
SU and/or MH disorder, which was completely unexpected and was not suppose to
happen in an “ordinary family” (participant 1). Participants were constantly thinking
about their loved one to the point where they had no energy left to think about others or
themselves. The participants’ future plans were completely changed from what they had
initially expected, where their whole life often revolved around their loved one or their
grandchildren. When participants put in place boundaries to protect themselves or other
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members of the family they would often describe this as a difficult process that went
against their instinct as a parent. At Time 2 participants focus changed from their loved
one to themselves, where what they are presently doing they perceived as rewarding,
they were able to live their own life, and pursue their own goals based on their values.
Participants perceived their life to better, where they were happier. This has a positive
impact on how the participants perceive themselves. The literature has described the
negative impact that a loved one with a SU and/or MH disorder has on the family
members’ identity. This is mainly due to the participants preoccupation with their loved
one where they felt they were losing themselves (e.g., Karp & Tanarugsachock, 2000;
Tuck, et al., 1997). The longitudinal analysis found that the participants focus on
themselves over time through clarification of their intrapersonal relationships. During
this process participants may perceive strengths and identify values, which they can use
to achieve their own goals.
9.5. Discussion
The processes described in Section 9.4.7 are highlighted in the ‘Personal and Relational
Empowerment’ (outlined in Section 2.4 – 2.6) view of family recovery. The personal
component focuses on the intrapersonal relationship (i.e., relationship with self), where
the relational component focuses and the interpersonal relationships (i.e., relationship
with others). These relationships focus on clarifying boundaries, connecting and
learning from others, and reengaging in their relationships with other family members.
This may have led family members to make changes in their lives, through focussing on
their intrapersonal relationship. This relationship focuses on identifying their strengths
and values, which they can use to achieve their goals and live the life they wish to lead.
These relationships are empowering when family members are able to clarify and
realign their lives in terms of their own values and goals.
Initially, family members were consumed by their loved one’s SU and/or MH disorder,
their home was in turmoil, they felt stigma from family and community, and there was a
deep sense of loss. Family members’ whole lives had been altered from what they had
hoped or dreamed and often revolved around their loved one or their grandchildren. The
support group enabled family members to engage in supportive interpersonal
relationships, where they were able to develop strategies to help them cope. One of the
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main strategies was to clarify the interpersonal boundary between themselves and their
loved one, so that family members could feel safe and secure in their own home.
Clarifying these interpersonal boundaries can be extended to other members of their
family and community. This could help family members gain some space, either
physical or emotional.
Once the family members were able to clarify their boundaries, they had the space and
comfort to elucidate their own values and goals. Family members could also identify
their own strengths to enable them to achieve their goals. That is, participants focussed
on their intrapersonal relationship. Family members were able to make changes that
enabled them to live lives that reflected their ideal selves. This may have facilitated
more positive feelings and an overall sense of well-being of family members. These
positive feelings may have been reproduced in their interactions with others, as the
interactions within the family and community were perceived more positively after 12
months. In turn, family members often felt more optimistic about the future. The
optimism and confidence felt by family members may also impact their ability to clarify
their interpersonal boundaries. It is suggested that these two processes, intrapersonal
and interpersonal relationships, work in conjunction with each other.
A more positive perception of self and others was indicated by the interviews at Time 2.
The family members did acknowledge that there were still difficulties especially in
regards to grief. However, the major change was that family members were not
consumed by these feelings; it did not impact their overall sense of well-being. This
reflects the notion of posttraumatic growth. The participants were still feeling sadness
and distress about the impact that their loved one’s SU and/or MH disorder had on their
lives. However, at the same time family members were able focus on themselves (e.g.,
their beliefs, goals and strengths) which may have facilitated more positive feelings and
an overall sense of well-being to occur.
‘Personal and Relational Empowerment’ incorporates the ‘Interpersonal model of selfactualization’ where the four psychological needs are defined (Chapter 2, Figure 3). The
safety needs are illustrated at Time 1 in the themes of ‘Home environment’, ‘Support
group’, ‘Support & theft’ and ‘Legal system’. The Time 1 themes of ‘Home
environment’ and ‘Support group’ and the Time 2 themes of ‘Interactions with other’
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and ‘Life is getting better’ demonstrate belongingness and love needs. The esteem needs
are described by all themes at Time 1 and the themes of ‘Life is getting better’,
‘Interactions with others’ and ‘Family-together & separate’ at Time 2. The initial
descriptions of the all the themes at Time 2 indicate the beginnings of what could be
seen as ‘Self -Actualization’.
As described in Sections 2.4 and 2.5, ‘Self-Actualisation’ is an ongoing process. Selfactualised people strive in their daily lives to draw or create meaning from their
interactions with others, as well as to live lives in line with their values (Blackledge &
Barnes-Holmes, 2009). Therefore, a person striving towards self-actualisation
concentrates on her or his own values, goals and beliefs and how these may be used to
promote growth and development both intrapersonally and interpersonally.
The process of self-actualisation can be seen in the themes identified at Time 2. Family
members had changed their lives where they were focused more on themselves (‘Life is
getting better’). Participants are able to identify their own strengths and are focussing on
their future, and what they want to achieve (‘Reflecting on past, present and future’).
They are more positive about themselves and were in a better emotional place (‘Life is
getting better’). The relationships with their spouses had improved and family members
were now spending more time with their other children and grandchildren (‘Interactions
with others’). Family members had come to the realisation that all family members
needed the space to make their own choices and live the life they choose to live
(‘Family – together and separate’).
Family and carer recovery programs that are developed based on ‘Personal and
Relational Empowerment’ framework offer a broader and more holistic approach. The
framework incorporates the higher order needs (such as self-actualisation) and
interpersonal relationships, as well as recognising the importance of the lower order
needs. These programs focus on family members clarifying and realigning their lives in
terms of their preferred life directions, which requires a focus on the higher order needs.
The interpersonal relationships are there not only to fill a deficit but also to encourage
growth and development. This will be considered further in the discussion chapter.
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CHAPTER 10:
DISCUSSION
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This chapter summarises the major findings of this thesis in reference to the research
questions. There is an elaboration of these findings in terms of the theoretical and
practical implications. An examination of the strengths and limitations of the current
research are outlined and areas for future research are discussed. This is then followed
by a conclusion to the thesis.
10.1. The Major Findings
The sections that follow are in the same format as the major quantitative chapters;
internal processes of identity (CH 6); identity and recovery (CH 7); and family, support
group and identity (CH 8). The qualitative study, changes in themes related to family
recovery (CH 9), investigated the themes identified in the interviews (at Time 1 and
Time 2) and whether there were changes to these themes over 12 months. The following
summaries link the quantitative (both cross-sectional - CH 5, and longitudinal studies)
and qualitative studies together (research questions 11 and 12).
10.1.1. Internal processes of identity
Research questions one to four reflect the internal processes of identity. These internal
processes are achieved through a comparison of different selves (self-not self; e.g., ideal
self, past self, usual self) and others (self –other; e.g., family, support group) based on a
set of bi-polar constructs (e.g., selfish-caring; dishonest-honest). These comparisons
may help people clarify where they sit in terms of their current and preferred identities.
A summary of the major findings are presented in Figure 17.
Many of the findings in relation to the internal processes of identity were related to
family members’ different selves (i.e., ‘best self’, ‘ideal self’ and ‘past self’) and their
‘loved one’. These perceptions of themselves in relation to their ‘best self’, ‘ideal self’,
‘past self’ and ‘loved one’ have changed over 12 months. Family members began to
clarify their identities. That is, they appeared to develop a clearer understanding of their
different selves and others, especially their ‘loved one’. This clarification or clearer
understanding may involve a number of factors. Family members may have become
more aware that there was a difference between who they are and who they wish to be.
A clearer understanding may also come about through a re-assessment of family
members’ identities, this may occur through a comparison with their different selves
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(e.g., comparing ‘usual self’ with ‘past self’ or ‘best self’) or others (e.g., comparing
‘usual self’ with ‘loved one’, ‘family’, ‘support group’). Family members may have
begun to focus on their values and goals, and started to articulate or enact some of the
qualities that they wish to have. These qualities or personal constructs may be
something that they used to have (i.e., constructs of the ‘past self’) or something that is
new or different (e.g., ‘future self’, ‘best self’). Family members may have also begun
to execute aspects of a new identity; that is, enacting different personal constructs that
are more in line with who they wish to be (e.g., ‘ideal self’). The clarification process
that a family member undertakes is dependent on his or her readiness to change
(Prochaska, DiClemente, & Norcross, 1992; Prochaska & Prochaska, 1999) or their
personal awareness or insight (Blackledge & Barnes-Holmes, 2009; Schmidt-Leukel,
2006).

Family members perceived
their ‘ideal self’ as less like
the
positive
personal
constructs (e.g., happy,
caring; CH 5 & 6)

Over 12 months family
members
perceived
their ‘best self’ and
‘loved one’ as being
different to each other
in terms of how similar
they are perceived to
their ‘usual self’ (CH 5
& 6)

Initial focus was on
their ‘loved one’ and
moved to themselves
over 12 months (CH 9)

Family members perceived
their ‘loved one’ as more
like the positive personal
constructs (e.g., happy,
caring; CH 5 & 6)

Perceived ‘loved one’
more positively after
12 months (CH 9)

Family members clarified
their identities, in terms of
different selves and their
loved one
(Internal Process of Identity)

Family members moved
from perceiving their
‘usual self’ in the past
and present to their usual
self having a future (CH 6)

From an entanglement to
a clarification of the family
members identities over
12 months (CH 6)

Initial focus was on
negative events in the
past and present to
perceiving the life as
being better than the
past, happier in the
present
and
more
optimistic about the
future (CH 9)

Figure 17. A summary of the major findings for the internal processes of identity
These findings support the notion of family support services moving beyond coping to
thriving. If family support services can focus not only on the lower order needs (e.g.,
safety) but also focus on the higher order needs (e.g., esteem) this may enable family
members have a clearer understanding of who they are and wish to be. This may make it
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easier for family members to envisage the future as something they can move towards
(i.e., approach).
10.1.2. Identity and recovery
Research questions five to seven focused on the processes of recovery (e.g., hope, wellbeing, grief) and their relationship with identity, in particular self-discrepancy. A
summary of the major findings are presented in Figure 18. Many of the recovery
processes that were measured in this research can be classified as being influenced
mainly by ‘personal empowerment’ or ‘relational empowerment’. Those recovery
processes mainly swayed by ‘personal empowerment’ include hope (total, pathway and
agency), well-being (total, emotional and psychological), and grief (personal sacrifice
and burden). These recovery processes were more influenced by the personal power that
family members had over these aspects of recovery, even though they were still affected
by other people. Those recovery processes influenced by ‘relational empowerment’
include experiences of caregiving (positive and negative), and grief (worry and felt
isolation). These recovery processes were affected more by the interactions family
members had with others, especially their loved one, even though they were still swayed
by their own personal power. It is important to note that there is a reciprocal
relationship between ‘personal empowerment’ (intrapersonal relationship) and
‘relational empowerment’ (interpersonal relationships).
Although ‘personal empowerment’ and ‘relational empowerment’ influence each other,
the findings imply that the recovery processes that are related to personal and relational
empowerment are separate processes. Over 12 months there were significant changes in
those recovery processes reflecting ‘personal empowerment’ (e.g., hope) and no
significant changes in those recovery processes reflecting ‘relational empowerment’
(e.g., experiences of caregiving). A suggested reason for this may be that changes in
recovery processes linked to ‘personal empowerment’ may be easier to enact as they
involve only one person, where changes in recovery processes linked to ‘relational
empowerment’ involve two or more people; therefore, more difficult to enact.
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Over 12 months the scores
in hope and well-being
increased and the scores
in personal sacrifice and
burden decreased. These
aspects of recovery reflect
mainly
a
‘personal
empowerment’
process.
(CH 7)

Relationship
between
selfdiscrepancy and hope, well-being,
grief and negative caregiving
experiences (CH 5)

Family members were doing
more for themselves. They are
interacting more with family
and the community and were
not so focussed on the negative
aspects of their ‘loved one’.
(CH 9)

As family members perceived
themselves as more similar to
their ‘ideal selves’ there were
increases in the positive
aspects of recovery over the
12 months (Identity and
Recovery)

Over 12 months the scores
in experiences of caregiving
and worry and felt isolation
all
decreased.
These
aspects of recovery reflect
mainly
a
‘relational
empowerment’
process.
(CH 7)

Family members
were
more
hopeful and positive
about
themselves and their future (CH 9)

Changes in self-discrepancy were
able to predict changes in pathway
thinking, emotional and social
well-being and interpersonal family
recovery (CH 7)

Figure 18. A summary of the major findings for identity and recovery
It was found that decreases in self-discrepancy were able to predict increases in the
positive aspects of recovery. This signifies that as family members moved towards their
ideal selves they were able to perceive more ways in which to achieve their goals
(pathway), their well-being improved (emotional, social and overall), and they
perceived that the quality of their relationships as being enhanced (interpersonal FRM).
These significant relationships between self-discrepancy include both ‘personal’ (e.g.,
pathway thinking) and ‘relational’ (e.g., social well-being) aspects of recovery.
However, the recovery processes related to ‘personal and relational empowerment’ can
be viewed as separate processes. It was found, that when family members focused on
their ideal selves and enacted aspects of these selves, they were able to improve in
personal, relational and positive aspects of recovery. This suggests family services that
are able to focus on the higher order needs (e.g., esteem) may be able to improve the
recovery processes of family members. Family members can create better relationships
within themselves and with others (e.g., family and loved one). These relationships and
their interactions can enable family members to grow and develop. It may facilitate a
movement towards their ideal selves, and therefore, promote increase in hope and wellbeing.
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10.1.3. Family, support group and identity
Research questions eight to ten focused on the relationship between how similar family
members perceive their family to themselves (‘US-family’ distance measure) and their
perception of the family in terms of healthy functioning. It also focussed on the
relationship between how similar family members perceive the support group to
themselves (‘US-support group’ distance measure) and their perception of the support
group in terms of therapeutic factors and family functioning. A summary of the major
findings are presented in Figure 19.

The relationship between
identification with the
‘support group’ and social
learning was moderated
by self-discrepancy (CH 8)

There is a relationship
between identification
the
‘support
with
group’ and the family
members
perception
of social learning and
family communication
(CH 8)

The more family members identified
with their family the greater the
increase
in
family
cohesion,
communication and total family
health (CH 5)

The way that family
members spoke about
themselves
reflected
the notion of selfdiscrepancy (CH 9)

Family members ability to identify
with
the
‘support
group’
is
influenced by self-discrepancy and
social learning (Family, Support
Group and Identity)

There was an overlap of the
themes of support group
and home environment,
which included family at
Time 1 (CH 9)

At Time 2 the ‘support
group’ was no longer a
theme or a concept (CH 9)

Family members spoke
about themselves and the
improvement they have
made (CH 9)

The changes that they had
made were impacting not
only on themselves but
the
lives
of
others,
especially family (CH 9)

The support group was a
theme at Time 1. Family
members spoke about using
the knowledge gained at the
group and applying it to their
own situations (CH 9)

Figure 19. A summary of the major findings for family, support group and identity
There was a significant relationship found between the extent family members
identified with the support group (i.e., ‘US-support group’ distance) and their
perception of the therapeutic factors of the support group and their family functioning.
As family members identified more with the support group the greater family members’
perceptions of social learning and family communication. It was found that selfdiscrepancy moderated the relationship between social learning and how much the
family members identified with the support group. This suggests that the extent family
members identified with the support group was influenced by the combination of both a
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movement towards their ideal selves (i.e., a decrease in self-discrepancy) and how much
family members were able to generalise their experiences between the support group
and family (i.e., an increase in social learning). For family support services this requires
a focus not only on group cohesion but also on family members focussing on
themselves. Family members need to be able to perceive similarities between
themselves, the support group and their family. This may be achieved through peers
discussing their issues and ways of coping, as well as, how they have improved their
own life despite what their loved one chooses to do with his or her life. Family support
services also need to discuss the values and strengths of family members, so as to help
them focus on approaching their own goals and living life in line with their own values.
10.2. Theoretical and Practical Implications of the Findings
‘Personal and Relational Empowerment’ provides a framework in which family
recovery can be investigated. It is also a useful framework for service providers in
supporting families. The ‘personal and relational’ component involves the relationships
that family members have. The ‘personal’ is associated with the relationship a person
has with him or herself, that is an intrapersonal relationship (e.g., self-not self
differentiation). The intrapersonal relationship involves self perception, self
preservation, ideal self, self esteem and self-actualisation. By focussing on their
strengths and values and using these to achieve their goals family members may begin
to re-establish themselves in line with their preferred identities. That is, family members
approach an ‘ideal self’ on their way to living their potential and being the best person
they can be (i.e., a form of self-actualisation). The ‘relational’ component is associated
with the person’s relationships with others, that is, his or her interpersonal relationships
(e.g., self-other distinction). The interpersonal relationships involve understanding the
boundaries of relationships and identifying supportive relationships. These interpersonal
relationships may be used to enable growth and development of the family member.
The ‘empowerment’ component in part involves self-determination. Family members
can gain a sense of power or control over who they wish to be and live the life they
choose to live. Empowerment is about living a meaningful life that is congruent with
one’s own values and goals.
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Over 12 months there was a significant shift from reflecting on the past and present, to
the present and future. The present and future were perceived more positively as a
family member identified his or her ‘ideal self’, ‘best self’ and ‘future self’, as reflecting
more of the positive constructs. Family members may have been able to clarify who
they are and who they wish to be. During this process they may have been enacting or
were striving to enact some of the more positive constructs (e.g., honest, caring). That
is, family members were striving to be the best person they could be; this reflects the
notion of self-actualisation. This was also illustrated in the qualitative study where
family members described being more positive and confident about themselves. The
changes that family members made were enabling them to live lives that they wanted to
live and reflected the qualities of their ideal selves.
Family members, over 12 months, were more hopeful, had an increased sense of overall
well-being, and felt like they had sacrificed and experienced fewer burdens. All of these
recovery processes mainly focus on people’s intrapersonal relationships, which were
perceived in a more positive way. Therefore, there is a focus on those higher order
needs such as, increasing their expectations for their own life (e.g., esteem needs and
hope). As family members move towards their ideal selves (i.e., reduced selfdiscrepancy) there are significant improvements in hope, well-being and perceptions of
their interpersonal relationships. At the same time there were no significant
relationships between self-discrepancy and the experiences of caregiving or grief. That
is, as people strive towards self-actualisation they may still experience grief or negative
aspects of caregiving. This reflects the notion of posttraumatic growth (Tedeschi &
Calhoun, 2004), where positive feelings (e.g., well-being) can co-exist with feelings of
distress (e.g., grief).
These positive feelings about themselves were also displayed in their interpersonal
relationships. This was highlighted in the qualitative study where family members
described more positive interactions within the family and the community after 12
months. The family members perceived their loved one as being similar to their ideal
selves in terms of their ratings on the constructs, although not significant there was a
trend in a movement towards the positive constructs for their loved one. This suggests
that family members perceived their loved one more positively over the 12 months. This
finding was regardless of their loved one’s recovery status. That is, despite whether
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their loved one continues to use substances or not take medication, family members
perceived their loved one, family and community in a more positive way.
How much family members identified with the support group was explained by the
combination of both ‘personal and relational empowerment’. The ‘personal’ component
was examined in regards to self-discrepancy; how much the family members perceived
themselves as being similar to their ideal selves. The ‘relational’ component was
examined in terms of social learning; how much the family members perceived
commonality between those relationships within the support group and those outside the
support group. Social learning focuses on how much those commonalities can be
generalised between the various interpersonal contexts. Family members in this study
attended the ‘Very Important Families’ (VIFs) Group. The VIFs group is facilitated by
peers with trained counsellors as support. Family members may be able to identify with
the peers’ journeys, which suggests commonality (e.g., universality and group
cohesiveness; Yalom & Leszcz, 2005). Family members can see the result of the peers’
journey and may be able to identify strengths and values that are similar to their own
ideal selves. Therefore, family members may perceive their peers as role models. The
implication of this finding is if support services are able to focus on both intrapersonal
and interpersonal relationships this will likely influence the amount to which family
members identify with the support group. The amount to which family members
identify with the support group is an aspect of group cohesion. Therefore, it is suggested
that the more that family members identify with the support group the more likely that
they will continue attending and receiving additional benefits.
Challenges for family members impacted by a loved one’s SU and/or MH disorder are
both intrapersonal and interpersonal. There is often a conflict between self preservation
for the family member (intrapersonal) and the preservation of his or her loved one
(interpersonal). Self preservation can be viewed in terms of family members coping and
surviving the traumatic event, such as satisfying their safety needs. Preservation of the
loved one can be viewed in terms of prevention of harm to their loved one or stopping
them from using drugs. These stressful events can either hinder or promote identity
changes. The initial reaction of family members was to satisfy their needs through
avoidance (e.g., avoidance of loved one to reduce guilt or keep ‘it’ a secret to avoid
stigma). However, the findings of this thesis suggest that if family members can satisfy
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their needs through approach (e.g., understanding the relationships they have with
others, identifying values and goals which are important to themselves, living their lives
in accordance with them) they can increase their hopefulness and well-being, despite
what their loved one chooses to do.
Service providers for families impacted by a loved one’s SU and/or MH disorder can
use the ‘Personal and Relational Empowerment’ framework to deliver services that can
encourage not only coping but also thriving for family members. Services providers can
support family members to focus on themselves. In terms of their strengths, values and
goals. They can also encourage and support family members in their attempts to live life
according to these values. Ultimately, this supports a movement for family members
towards their ideal selves and increases hope and well-being. Family members may also
see the benefits of this approach not only for themselves but for everyone within their
circle of influence, including their loved one. There are further benefits of service
providers focusing on both ‘personal empowerment’ (intrapersonal relationship) and
‘relational empowerment’ (interpersonal relationships) as they influence each other and
can be used to support growth and development of the family member. These findings
especially, the relationship between self-discrepancy, recovery processes and social
learning, highlight the need, tempered by issues of readiness, for support services to
focus on well-being (Keyes, 2002, 2005), posttraumatic growth (Tedeschi & Calhoun,
2004) and approach motivation (Elliot, 2008) to enable family members to move
beyond coping to thriving.
10.3. Strengths, Limitations and Future Research
There were several methodological limitations that need to be acknowledged within the
research. The Salvation Army had an open membership where people come and go as
they see fit. For example, people can choose to come to the group sessions for a couple
of months and then have some time off and return again. Many participants from the
other services had completed a course (e.g., a six week course) or were just starting with
a service. Therefore, it was difficult to standardise the baseline measures. However, the
issue of standardising the baseline measures was taken into account by using the
demographics of ‘how often they attended their support group’ and ‘how long they had
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been attending the support group’ as covariates in the analyses (MacNair-Semands &
Lese, 2000).
The strength of the cross-sectional study is it allows a large number of participants to be
investigated in a short period of time, from a number of different support services.
However, cross-sectional studies do not take into account the variability of the
individual and the change over time. These limitations of the cross-sectional study are
strengths of the longitudinal study. However, the longitudinal study had a smaller
sample size, which reduced the power of the statistical analyses. Future studies
investigating the impacts of SU and/or MH disorders on family members personal
identity need to include larger numbers of participants. This will enable the power of the
statistical analyses to increase; therefore, providing more power in which possible
differences between Time 1 and Time 2 may be detected. This was especially
significant to those questionnaires impacted by co-variates (Kirby, Dugosh, Benishek,
& Harrington, 2005). However, it is important to point out that the strength of the
longitudinal study was the non-existent attrition rates, which is normally a limitation of
longitudinal studies.
A limitation of the study is in how generalisable the findings are to a larger population,
due to sampling bias (Chien, et al., 2006). All participants in this study were selfselected. Therefore, the results may be a reflection of the qualities of those people
wanting to participate in a study, rather than the overall population of families impacted
by a loved one’s SU and/or MH disorder. The longitudinal study was conducted with
only those participating in the Salvation Army programme. The majority of these
participants had been attending regularly for 4 to 5 years. Therefore, the extent to which
these results can be generalised to the larger community cannot be determined. For
example, families impacted by their loved one’s SU and/or MH disorder and not
attending family services (Chien, et al., 2006). However, the cross-sectional study had
33 participants from a wide variety of other services. There was similarity between the
longitudinal and cross-sectional studies. Therefore, we may conclude that the findings
might be generalised to those families with a loved one with a SU and/or MH disorder
attending other family services.
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The average age of family members in the current research was approximately 60 years,
with the majority being parents. The average age of the loved one’s was approximately
35 years, with the majority having a SUD for greater than 5 years (approximately 50%
had a SUD for >10 years). To increase the ability of the findings to be generalised to a
larger population future studies need to include a diverse sample of participants, for
example, a number of various relationships to the loved one (e.g., adult siblings,
partners, grandparents), taken from a wide range of geographic locations (e.g., rural,
city), and incorporating those families recently impacted by a loved one’s SUD (e.g., <1
to <5 years of SUD).
Future studies could also try to include family members who are not attending support
services. This will help to identify whether changes in personal identity and recovery
themes occur naturally, or if families need the support of services for them to be able to
flourish while experiencing the impacts of a loved one’s SU and/or MH disorder.
However, this may be difficult due to stigma that families perceive as well as the trauma
they are experiencing. This is even more prominent for those families whose loved ones
have been recently diagnosed. It would be ideal to capture their experiences from the
start; however, this is very difficult.
The Family Recovery Measure (FRM) was constructed for this study in the absence of
an existing, validated measure of family recovery. Although, the reliability estimates are
good for the current version, further investigations into the psychometric properties of
the FRM are required. This is important as it may prove to be a useful tool for service
providers in identifying where family members are in terms of their recovery. This will
also enable service providers to give the most appropriate level of support for family
members. Analysis of data from a larger more diverse sample (e.g., geographic areas, a
variety of service providers) would provide further validation opportunities (Kirby, et
al., 2005). What would also be useful is a measure of how recovery orientated the
service is. Similar measures are currently available for services which provide support
for those living with a mental illness; however, currently none exist for services which
provide support for families. This would be useful for service providers in highlighting
those areas where they could enhance their service so that they are providing support
which enables families to flourish.
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The researcher had an interactive relationship with the participants, trained counsellors
and the Salvation Army Wollongong. This interactive relationship was developed
through the researcher attending group meetings, responding to questions about the
study, presenting findings of the study to the VIFs group, and attending meetings with
peer leaders. This enabled the researcher to develop an understanding of the issues
facing family members impacted by SU and/or MH disorders, as well as developing a
good rapport with participants and trained counsellors. Therefore, the presence of the
researcher during the interviews may have led to more socially desirable responses from
the participants (Chien, et al., 2006). However, Bryman (1988, as cited by Carr, 1994)
suggested that when the participants and researcher “spend more time together the data
are more likely to be honest and valid” (p. 718). The analysis of the transcripts through
Leximancer reduced subjective bias in the research when identifying the major themes
and concepts from the transcripts. There was also a good link between the data extracted
from the interviews and the data from the cross-sectional and longitudinal studies. A
strength of the current study is that the researcher completed a validation process of the
quantitative and qualitative data with the trained counsellors at the VIFs group as well
as a small sample of participants.
The current study focussed on families of loved ones with a SU and/or MH disorder.
This could also include families of loved ones with dementia or posttraumatic stress
disorder (e.g., soldiers returning from war; a person who has been assaulted). The
reason is that these families also experience trauma and grief associated with a loved
one who is psychological absent but physically present.
Future studies need to investigate the ‘Personal and Relational Empowerment’ model.
This would involve investigations that would clarify the concepts of ‘relational’
(interpersonal relationships) and ‘personal’ (intrapersonal relationships) and their
associations to each other. An exploration involving the association of interpersonal and
intrapersonal relationships with empowerment would need to be conducted. Future
studies could also investigate the impacts of implementing programmes based on
‘personal and relational empowerment’ model in comparison to programmes not based
on the model. This comparison group would enable a clearer understanding of the
impacts of not only focussing on the lower order needs but also on the higher order
needs through both intrapersonal and interpersonal relationships.
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10.4. Conclusion
The evidence from this research indicated that there are changes in family members
intrapersonal (e.g., ideal self, best self) and interpersonal (e.g., loved one, support
group, family) relationships. Only those recovery processes which are related to
‘personal empowerment’ aspects of recovery improved over time. However, as family
members change their intrapersonal relationship (i.e., movement towards their preferred
self) this impacts both ‘personal’ (hope, emotional well-being) and ‘relational’ (e.g.,
social well-being) aspects of the recovery processes. The change in the family members
intrapersonal relationship along with being able to generalise their experiences between
the support group and other interpersonal contexts, impacts how much they identify
with the group. Therefore, both interpersonal and intrapersonal relationships are
involved in achieving the recovery needs of family members.
The ‘needs’ of family members are also met through both intrapersonal and
interpersonal relationships. The lower order need of ‘safety’ (e.g., freedom from fear
and chaos) can be met through understanding their fear, learning skills or strategies to
cope with these fears or reduce the chaos. The higher order need of ‘esteem’ (e.g.,
connection, competence) can be met through joining a support group, putting in place
strategies, doing activities they enjoy. All of these can be achieved using a combination
of both interpersonal and intrapersonal relationships. These finding support the notion
of a movement towards self-actualisation through both intrapersonal and interpersonal
relationships, as outlined in the ‘personal and relational empowerment’ framework.
All of these findings have implications for family support services. Service providers
can support family members by focussing on their own lives. That is, focussing on all
their needs, both lower and higher order needs as described in the ‘personal and
relational empowerment’ framework. This may enable family members to clarify who
they are and who they want to be, and use their own strengths to achieve their preferred
identity. In turn this may lead to increases in hope, well-being and the quality of their
interpersonal relationships. This increase in the positive aspects of caregiving may
influence other interpersonal relationships such as community, support group and
family.
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Exploring changes in identity in family recovery processes: The influence of a peer-led
Collaborative Recovery Intervention.
PARTICIPANT INFORMATION SHEET
Who is doing the study?
Kellie Buckley-Walker – a post graduate research student of Psychology at the University of Wollongong is
conducting this research as part of her doctoral thesis. This research is supervised by Dr. Trevor Crowe and
Associate Professor Peter Caputi. This study is being funded by the Salvation Army Corps.
What is the study about?
The study aims to investigate the recovery processes of family members of people diagnosed with a substance
abuse and/or mental health disorder and to examine the effectiveness of a peer-led family recovery-based
intervention (Collaborative Recovery for families). The study will measure changes in grief, empowerment, hope
and identity at different stages of the recovery process. In recent years there has been an increase in the
understanding of the vital role that families play in the recovery of people diagnosed with a substance abuse
and/or mental health disorder, as well as the burden this can cause. There is also recognition that family members
undergo their own recovery process. It is anticipated that this study will create a greater understanding of the
family recovery processes and be able to better guide support services for both the family as a whole and the
family member with the substance abuse and/or mental health problem.
What do I need to do?
(1) Complete a set of questionnaires. These questionnaires will allow us to measure: caregiving; grief; hope;
well-being; family adaptability and cohesion; support group and identity. This should take approximately 30
minutes to complete.
(2) These questionnaires will be completed once every four months over a 12 month period (i.e. four times in
total).
We will are also looking for a small number of people to participate in an interview at the start of the project and
again in 12 months time. This part of the study is optional for you. That is, you can choose to only participate in
the questionnaire part of the study, or to do both the questionnaires and the interviews. This choice is made by
ticking the appropriate box on the associated consent form. However, if you indicate you would like to
participate in the interviews you are free to withdraw you consent at any time.
If you choose to participate in the interviews, the interviews will be recorded on audiotape. We will ask you
about your experiences as a family member of a person with a diagnosed substance abuse and/or mental health
disorder, and how your experiences have changed over time. We will also ask to reflect upon how you see
yourself as a person and family member. This should take about 60-90 minutes for each interview.
Is there any risk or burden if I decide not to participate?
The main burden will be the time it takes you to complete the questionnaires. There is a risk that some of the
questions you might feel are too personal or distressing. However, you have the right not to answer any questions
that you do not feel comfortable with. You are also free to withdraw from the study at any time without this
affecting your relationship with the University of Wollongong or the support service. You are also free to
withdraw your data from the study at any time, up until the point when all data is de-identified.
Are there any benefits expected?
We hope to create a better understanding of the recovery process of family members of people diagnosed with a
substance abuse and/or mental health disorder. As a result we hope this study will be able to influence the
improvement of services to better meet the needs of family members at different times in the recovery process.
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How will my information be collected and used?
We will keep your information confidential by using a code number instead of your name on the questionnaires
and audiotapes. A name and code master list will be kept by the researcher in separate places so that we can
check original data if necessary. All questionnaires and audiotapes will be stored securely in a locked facility at
the University of Wollongong. The information may be used for publication in scholarly research journals,
research student theses, or conference presentations. You will not be identifiable in any publications.
What if I have more questions?
You may have additional questions that you wish to ask about the research before you decide whether to
participate. If you have any further questions you can contact Kellie Buckley-Walker or Trevor Crowe on 4221
4207. If you have any concerns or complaints regarding the way in which the research is or has been conducted,
you can contact the Secretary of the University of Wollongong Human Research Ethics Committee on 4221
4457.
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[insert date]
Dear Sir/Madam

You are invited to participate in a research project “Exploring changes in identity in
family recovery processes: The influence of a peer-led Collaborative Recovery
Intervention” conducted by Kellie Buckley-Walker from the University of Wollongong
and funded by the Salvation Army Corps.

The purpose of this research is to investigate the recovery process of family members of
people diagnosed with a substance abuse and/or mental health disorder and to examine a
peer-led family recovery-based intervention (Collaborative Recovery for families). You
have been identified as a potential participant because of your association with [insert
service].

Participation will involve completing a set of questionnaires, [insert level of
participation requested]. Overall the total time required is approximately [insert time].
For more information please read the enclosed ‘Information Sheet’.

For further information or if you wish to participate, please contact Kellie BuckleyWalker on 4221 4207 or email kabw01@uow.edu.au, before [insert date].

Thank you for your time and I look forward to hearing from you

Yours sincerely

Kellie Buckley-Walker (researcher)
Supervisors: Dr. Trevor Crowe and Associate Professor Peter Caputi.
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Exploring changes in identity in family recovery processes: The influence of a peer-led
Collaborative Recovery Intervention.

CONSENT FORM
The Researchers are Kellie Buckley-Walker, Dr. Trevor Crowe and
Dr. Peter Caputi
I have been given information about “Exploring changes in identity in family recovery processes:
The influence of a peer-led Collaborative Recovery Intervention”. I have discussed the research
project with Kellie Buckley-Walker who is conducting this research as part of a doctoral thesis.
This thesis is being supervised by Dr. Trevor Crowe and Associate Professor Peter Caputi in the
Illawarra Institute of Mental Health and the School of Psychology at the University of
Wollongong.
I have been advised of the potential risks and burdens associated with this research, which
include completion of questionnaires that may contain personal questions as well as talking about
issues which may cause distress, and have had an opportunity to ask Kellie Buckley-Walker any
questions I may have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to refuse to participate
and I am free to withdraw from the research at any time. I am also free to withdraw my data from
the study at any time, up until the point when all data is de-identified. My refusal to participate or
withdrawal of consent will not affect my relationship with the Salvation Army or other support
services, the Illawarra Institute of Mental Health or my relationship with the University of
Wollongong.
I understand that the information collected from my participation will be used for journal
publication, research thesis, and conference presentations and I consent for it to be used in that
manner. I also understand that the information I contribute to the study will be keep strictly
confidential and I will not be identifiable in any publications.
If I have any enquiries about the research, I can contact Kellie Buckley-Walker or Dr. Trevor
Crowe at the University of Wollongong by calling 02 4221 4207 or if I have any concerns or
complaints regarding the way the research is or has been conducted, I can contact the Ethics
Officer, Human Research Ethics Committee, Office of Research, University of Wollongong on
4221 4457.
By signing below I am indicating my consent to (please tick the box indicating the level of
participation in the study that you wish to contribute):
complete a series of questionnaires participate in the research entitled “Exploring
changes in identity in family recovery processes: The influence of a peer-led
Collaborative Recovery Intervention” once every 4 months for 12 months.
complete the questionnaires once every 4 months for 12 months and participate in two
interviews, one at the start of the project and a follow-up interview after 12 months.
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Signed
.......................................................................
Name (please print)

Date
......./....../......

.......................................................................
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Exploring changes in identity in family recovery processes: The influence of a peer-led
Collaborative Recovery Intervention.

Questionnaire
It is not necessary for you to identify yourself but we do need to be able to match and
compare your responses to these questions with your responses to similar questions we
will ask you to complete over the next 12 months. In order to do this please generate
your identification code (so you don’t need to use your name) in the boxes below by
using the first three letters of your mother’s maiden name, followed by the last two
digits of your birth month. That is, your identity will remain anonymous.
(e.g. if mother’s maiden name is Jones and you were born in March your code would be
JON03)
Put your code here

DATE __________________________
Family Service from which you currently receive support (e.g. Salvation Army
Wollongong)
________________________________

THANKYOU FOR YOUR PARTICIPATION

If you have any further questions contact:
Kellie Buckley-Walker or Dr Trevor Crowe
Illawarra Institute for Mental Health
University of Wollongong.
kabw01@uow.edu.au
(02) 4221 4207
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Demographic details –Time 1
1.

What is your age in years? ___________

3.

Are you currently working? Y/N

2. What is your sex? Male /Female

If Yes what is your current occupation?__________________________
4.

5.

What is your current marital status? Circle the most appropriate
Married

Single

Separated

In a defacto relationship

Divorced

Widowed

What is your relationship to the person (family member) diagnosed with drug and alcohol
problems and/or mental illness? (e.g. brother, parent, etc)______________________________

6.

What sex is your family member?

Male /Female

7.

What age in years is your family member?

____________

8.

If applicable, how many years ago was your family member first diagnosed as having a mental
illness?
<1 year

9.

1-3 years

3-5 years

5-10 years

>10 years

If applicable, what was the mental illness diagnosis given to your family member? (e.g.
schizophrenia)
____________________________________________________________________________

10. If applicable, how many years ago was it first apparent that your family member had a significant
drug or alcohol problem?
<1 year

1-3 years

3-5 years

5-10 years

>10 years

11. Are you currently the primary caregiver of your family member? Y/N
12. Do you currently live with your family member? Y/N
If yes, how long have you lived with them? ______Months ______Years
If no, how long since you last lived with them? ______Months ______Years
13. How often do you have contact with your family member? (circle the most appropriate)
Everyday

Several times a week

Several times a month

At least once every 3 months

At least once a year

Less than once a year

14. How long have you been attending a family support group/programme?
<1 year

1-3 years

3-5 years

5-10 years

>10 years

15. How often do you attend per year?
< 3 times

4-6 times

7-9 times

>10 times

16. Do other members of your family attend this family support group?
If

yes,

what

is

your

relationship

to

them

(wife,

Y/N
son,

father

etc…)

________________________________________________________________________
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Demographic details – Time 2

1. Would you consider yourself the primary caregiver of your family member, with the alcohol
or other drug problems and/or mental illness?

Y/N

2. Are you currently working? Y/N
If Yes what is your current occupation?__________________________________
3. Has your marital status changed? Y/N
If yes, please give details _____________________________________________
4. Has your living arrangement with your family member, with the alcohol or other drug
problems and/or mental illness changed?

Y/N

If yes, how please give details of the change. __________________________________
5. How often do you have contact with your family member, with the alcohol or other drug
problems and/or mental illness? (circle the most appropriate)
Everyday

Several times a week

Several times a month

At least once every 3 months

At least once a year

Less than once a year

6. Has your family member be hospitalised or been to a detoxification unit or rehabilitation
centre or attended counselling in the last 12 months? Y/N
If YES how many times?
Hospital ___ times

Detox ___ times Rehabilitation __ times

Counselling ___ times

If NO, is your family member in recovery (ie. not using drugs/alcohol)? Y/N If so how long
have they been in recovery for? ________________________________________
7. Approximately, how often did you attend the family support group in the last 12 months?
< 3 times

4-6 times

7-9 times

>10 times

8. Did other members of your family attend this family support group? Y/N
If yes, what is your relationship to them (wife, son, father etc…) _______________________
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Experience of Caregiving Inventory (ECI; Szmukler et al., 1996)
The following pages contain a number of statements that commonly apply to persons who care for
relatives or friends with a serious mental illness and/or drug and alcohol problem.
We would like you to read each one and decide how often it has applied to you over the past one
month.
If it has never happened or rarely happened you would CIRCLE the number 0 or 1. If it has
happened sometimes, then you would CIRCLE the number 2. If it has happened often or seems to
have happened nearly always, then you would CIRCLE the number 3 or 4.
It is important to note that there are no right or wrong answers. Also, it is best not to spend too long
on any one statement. Often your first reaction will usually provide the best answer. While there
seem to be a lot of statements, you will find that it won't take more than a moment or so to answer
each one.
Please indicate which applies for your family member
My family member has:
Both a drug and alcohol problem and a mental health disorder
A drug and alcohol problem only
A mental health disorder only
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During the past month how often have you thought about:
0 = never 1= rarely 2= sometimes 3= often 4= nearly always

PLEASE CIRCLE
1.

your covering up his/her substance use and/or mental illness . . ……………..….

01234

2.

feeling unable to tell anyone of the substance use and/or mental illness . . . . . . .

01234

3.

his/her difficulty looking after money . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

4.

having to support him/her . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

5.

what sort of life he/she might have had . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

6.

his/her risk of committing suicide . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . .

01234

7.

I have learnt more about myself . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .

01234

8.

I have contributed to others understanding of the substance use and/or mental illness

01234

9.

being unable to do the things you want to do . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

10. how health professionals do not take you seriously . . . . . . . . . . . . . . . . . . . . . . . .

01234

11. his/her dependence on you . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

12. helping him/her to fill in the day . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

13. I have contributed to his/her wellbeing . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

14. that he/she makes a valuable contribution the household . . . . . . . . . . . . . . . . . . .

01234

15. the effect on your finances if he/she becomes more seriously ill . . . . . . . . . . . . . .

01234

16. dealing with psychiatrists . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

17. him/her always being at the back of your mind . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

18. whether you have done something to make him/her ill . . . . . . . . . . . . . . . . . . . .

01234

19. that he/she has shown strengths in coping with her substance use and/or mental illness 0 1 2 3 4
20. I have become more confident in dealing with others . . . . . . . . . . . . . . . . . . . .

01234

21. how family members do not understand your situation . . . . . . . . . . . . . . . . . . . .

01234

22. that he/she is good company . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

23. I have become more understanding of others with problems . . . . . . . . . . . . . . . .

01234

24. how he/she thinks a lot about death . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

25. his/her lost opportunities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

26. how to deal with mental health professionals . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

27. feeling unable to have visitors at home . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

28. how he/she gets on with other family members . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

29. backing him/her up when she runs out of money . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

30. how family members do not understand the substance use and/or mental illness

01234

31. how he/she deliberately attempts to harm herself . . . . . . . . . . . . . . . . . . . . . . . .

01234

32. I have become closer to some of my family . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

33. I have become closer to friends . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

34. I share some of his/her interests . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..

01234

35. I feel useful in my relationship with him/her . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

36. how health professionals do not understand your situation . . . . . . . . . . . . . . . . . .

01234
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During the past month how often have you thought about:
0 = never 1= rarely 2= sometimes 3= often 4= nearly always
PLEASE CIRCLE

37. whether he/she will ever get well . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

38. feeling the stigma of having a substance use and/or mentally ill relative . . . . .

01234

39. how to explain his/her substance use and/or mental illness to others . . . . . . . . .

01234

40. others leaving home because of the effect of the substance use and/or..............

01234

mental illness
41. setting him/her up in accommodation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

42. how to make complaints about his/her care . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

43. I have met helpful people . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

44

I have discovered strengths in myself . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

45. feeling unable to leave him/her home alone . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

46. the effect of the substance use and/or mental illness on children in the family . . .

01234

47. the substance use and/or mental illness causing a family breakup . . . . . . . . . . . . .

01234

48. him/her keeping bad company . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

49. how his/her substance use and/or mental illness s effects special family events .

01234

50. finding out how hospitals or mental health services work . . . . . . . . . . . . . . . . . ..

01234

51. doctors knowledge of the services available to families . . . . . . . . . . . . . . . . . . . .

01234

52. the difficulty getting information about her substance use and/or mental illness .

01234

During the past month how often have you thought about him/her being:

53. moody . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ............... . ........

01234

54. unpredictable . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

55. withdrawn . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

56. uncommunicative . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

57. not interested . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

58. slow at doing things . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

59. unreliable about doing things . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

60. indecisive . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

61. irritable . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

62. inconsiderate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

63. behaving in a reckless way . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

64. suspicious . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

65. embarrassing in appearance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234

66. behaving in a strange way . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

01234
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The State Hope Scale (SHS; Snyder et al., 1996)
Directions: Please read each item carefully. Using the scale shown below, please select and
circle the number that best describes how you think about yourself right now in relation to
each of the statements. Please take a few moments to focus on yourself and what is going on
in your life at this moment. Once you have this "here and now" set, go ahead and answer each
item according to the following scale:
1 = Definitely False,
2 = Mostly False
3 = Somewhat False
4 = Slightly False,

5 = Slightly True
6 = Somewhat True
7 = Mostly True
8 = Definitely True

1

If I should find myself in a jam, I could think of many ways 1
to get out of it.

2

3

4

5

6

7

8

2

At the present time, I am energetically pursuing my goals.

1

2

3

4

5

6

7

8

3

There are lots of ways around any problem that I am 1
facing now.

2

3

4

5

6

7

8

4

Right now, I see myself as being pretty successful.

1

2

3

4

5

6

7

8

5

I can think of many ways to reach my current goals.

1

2

3

4

5

6

7

8

6

At this time, I am meeting the goals that I have set for myself.

1

2

3

4

5

6

7

8
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Marwitt-Meuser Caregiver Grief Inventory-Short Form (MMCGI-SF; Marwitt &
Meuser, 2005)

Please read each statement carefully, then decide how much you agree or disagree with
what is said. Circle a number 1-5 to the right using the answer key below
(For example 5 = strongly agree).
1
Strongly
Disagree

2
Disagree

3
Somewhat Agree

4
Agree

5
Strongly Agree

1 I’ve had to give up a great deal to be a caregiver.

1

2

3

4

5

2 I feel I am losing my freedom.

1

2

3

4

5

3 I have nobody to communicate with.

1

2

3

4

5

4 I spend a lot of time worrying about the bad things to come.

1

2

3

4

5

5 Substance use and/or mental illness is like a double
loss…I’ve lost the closeness with my loved one and
connectedness with my family.
6 My friends simply don’t understand what I’m going through.

1

2

3

4

5

1

2

3

4

5

7 I will be tied up with this for who knows how long.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

4

5

8 I lay awake most nights worrying about what’s happening and
how I’ll manage tomorrow.
9 The people closest to me do not understand what I’m going
through.
10 Independence is what I’ve lost…I don’t have the freedom to go
and do what I want.
11 I wish I had an hour or two to myself each day to pursue
personal interests.
12 I’m stuck in this care giving world and there’s nothing I can do
about it.

3
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MENTAL HEALTH CONTINUUM – SHORT FORM (MHC – SF; Keyes, 2008)
The following questions are about how you have been feeling in the past month.
Please place a check mark in the box that best represents how often you have felt each
feeling.
In the past month, how often
did you feel …

NEVER
(0)

ONCE
OR
TWICE
(1)

ABOUT
ONCE A
WEEK
(2)

2 OR 3
TIMES A
WEEK
(3)

ALMOST
EVERY
DAY
(4)

EVERY
DAY
(5)

1. happy
2. interested in life
3. satisfied
4. that you had something
important to contribute to society
5. that you belonged to a
community (like a social group,
your neighbourhood, your city)
6. that our society is becoming
a better place for people
7. that people are basically good
8. that the way our society
works makes sense to you
9. that you liked most parts of
your personality
10. good at managing the
responsibilities of your daily life
11. that you had warm and
trusting relationships with others
12. that you have experiences
that challenge you to grow and
become a better person
13. confident to think or
express your own ideas and
opinions
14. that your life has a sense
of direction or meaning to it
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FACES IV: Questionnaire (Olson, Gorell, & Tiesel, 2007)
Directions to Family Members:
1. All family members over the age 12 can complete FACES IV.
2. Family members should complete the instrument independently, not consulting
or discussing their responses until they have been completed.
3. Fill in the corresponding number in the space on the provided answer sheet.
1
Strongly
Disagree

2
Generally
Disagree

3
Undecided

4
Generally
Agree

5
Strongly
Agree

1. Family members are involved in each others lives.
2. Our family tries new ways of dealing with problems.
3. We get along better with people outside our family than inside.
4. We spend too much time together.
5. There are strict consequences for breaking the rules in our family.
6. We never seem to get organized in our family.
7. Family members feel very close to each other.
8. Parents equally share leadership in our family.
9. Family members seem to avoid contact with each other when at home.
10. Family members feel pressured to spend most free time together.
11. There are clear consequences when a family member does something wrong.
12. It is hard to know who the leader is in our family.
13. Family members are supportive of each other during difficult times.
14. Discipline is fair in our family.
15. Family members know very little about the friends of other family members.
16. Family members are too dependent on each other.
17. Our family has a rule for almost every possible situation.
18. Things do not get done in our family.
19. Family members consult other family members on important decisions.
20. My family is able to adjust to change when necessary.
21. Family members are on their own when there is a problem to be solved.
22. Family members have little need for friends outside the family.
23. Our family is highly organized.
24. It is unclear who is responsible for things (chores, activities) in our family.
25. Family members like to spend some of their free time with each other.
26. We shift household responsibilities from person to person.
27. Our family seldom does things together.
28. We feel too connected to each other.
29. Our family becomes frustrated when there is a change in our plans or routines.
30. There is no leadership in our family.
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31. Although family members have individual interests, they still participant in family
activities.
32. We have clear rules and roles in our family.
33. Family members seldom depend on each other.
34. We resent family members doing things outside the family.
35. It is important to follow the rules in our family.
36. Our family has a hard time keeping track of who does various household tasks.
37. Our family has a good balance of separateness and closeness.
38. When problems arise, we compromise.
39. Family members mainly operate independently.
40. Family members feel guilty if they want to spend time away from the family.
41. Once a decision is made, it is very difficult to modify that decision.
42. Our family feels hectic and disorganized.
43. Family members are satisfied with how they communicate with each other.
44. Family members are very good listeners.
45. Family members express affection to each other.
46. Family members are able to ask each other for what they want.
47. Family members can calmly discuss problems with each other.
48. Family members discuss their ideas and beliefs with each other.
49. When family members ask questions of each other, they get honest answers.
50. Family members try to understand each other’s feelings
51. When angry, family members seldom say negative things about each other.
52. Family members express their true feelings to each other.
1
Very
Dissatisfied

2
Somewhat
Dissatisfied

3
Generally
Satisfied

4
Very
Satisfied

5
Extremely
Satisfied

How satisfied are you with:
53. The degree of closeness between family members.
54. Your family’s ability to cope with stress.
55. Your family’s ability to be flexible.
56. Your family’s ability to share positive experiences.
57. The quality of communication between family members.
58. Your family’s ability to resolve conflicts.
59. The amount of time you spend together as a family.
60. The way problems are discussed.
61. The fairness of criticism in your family.
62. Family members concern for each other.
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Therapeutic Factors Inventory-S (TFI-SF)

Name __________________________

Please rate the following statements as they apply to your experience in your group by circling the
corresponding number, using the following scale:
1= Strongly Disagree to 7= Strongly Agree
1.

1

2

3

4

5

6

7

2.

Because I’ve got a lot in common with other group members, I’m
starting to think that I may have something in common with people
outside group too.
Things seem more hopeful since joining group.

1

2

3

4

5

6

7

3.

I feel a sense of belonging in this group.

1

2

3

4

5

6

7

4.

I find myself thinking about my family a surprising amount in group.

1

2

3

4

5

6

7

5.

Sometimes I notice that in group I have the same reactions or feelings
as I did with my sister, brother, or a parent in my family.
In group I’ve learned that I have more similarities with others than I
would have guessed.
It’s okay for me to be angry in group.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

10.

In group I’ve really seen the social impact my family has had on my
life.
My group is kind of like a little piece of the larger world I live in: I see
the same patterns, and working them out in group helps me work them
out in my outside life.
Group helps me feel more positive about my future.

1

2

3

4

5

6

7

11.

It touches me that people in group are caring toward each other.

1

2

3

4

5

6

7

12.

I pay attention to how others handle difficult situations in my group so
I can apply these strategies in my own life.
In group sometimes I learn by watching and later imitating what
happens.
This group helps me recognize how much I have in common with
other people.
In group, the members are more alike than different from each other.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

17.

It’s surprising, but despite needing support from my group, I’ve also
learned to be more self-sufficient.
This group inspires me about the future.

1

2

3

4

5

6

7

18.

Even though we have differences, our group feels secure to me.

1

2

3

4

5

6

7

19.

1

2

3

4

5

6

7

20.

By getting honest feedback from members and facilitators, I’ve
learned a lot about my impact on other people.
This group helps empower me to make a difference in my own life.

1

2

3

4

5

6

7

21.

I get to vent my feelings in group.

1

2

3

4

5

6

7

22.

Group has shown me the importance of other people in my life.

1

2

3

4

5

6

7

23.

I can “let it all out” in my group.

1

2

3

4

5

6

7

6.
7.
8.
9.

13.
14.
15.
16.
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FAMILY RECOVERY MEASURE (FRM; Buckley-Walker, Crowe, & Caputi, 2011)
Instructions:
For each of the statements below please circle either
Yes – if you agree that this statement is currently true for you
No – if the statement is this statement is currently not true for you
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

Do you avoid social situations due to your family member’s behaviour?
Are you feeling a sense of loss and grief over your family member?
Do you feel sorrow for the emotional pain inflicted on the family as a whole due to
this particular family member’s behaviour?
Do you feel that you are on an ‘emotional roller coaster’?
Are you preoccupied with your family members behaviour?
Do you need to modify your life around your family member?
Do you assume responsibility for your family member’s behaviour, in order to help
and protect them?
Do you feel as sense of shame in regards to your family member’s disorder?
Do you decline invitations to social events due to the unpredictability of your family
member’s disorder?
At times, do you feel that you have contributed to your family member’s condition?
Do you feel saddened by the lost relationship that could have been with your family
member?
Do you feel that others do not understand your situation?
Do you believe that your family member’s potential has been limited by their
disorder?
Do you resent the impact that your family member’s disorder has had on your life?
Do you constantly monitor or ‘check-up’ on your family member in regards to
substance intake, medication, treatment, appointments etc…?
Do you believe that the relationship between family members is suffering due to your
‘family member’s’ condition?
Do you believe that the positive expectations that you have for your own life have
been decreased?
Do you feel that your family member’s condition will be a continual influence in your
life?
Do you believe your preoccupations with your family member impacts on your own
health and well-being?
Are you renewing old interests and/or obtaining new ones?
Do you help families in similar situations?
Are you able to freely express your feelings of grief and loss within the family?
Do you have new hopes and dreams for yourself as well as other members of your
family?
Do you believe you have a balance between yourself, family and your family member?
Do you have a positive image of yourself?

Yes
Yes
Yes

No
No
No

Yes
Yes
Yes
Yes

No
No
No
No

Yes
Yes

No
No

Yes
Yes

No
No

Yes
Yes

No
No

Yes
Yes

No
No

Yes

No

Yes

No

Yes

No

Yes

No

Yes
Yes
Yes
Yes

No
No
No
No

Yes
Yes

No
No
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Appendix H

Factor Analysis of Family Recovery Measure
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FAMILY RECOVERY MEASURE (Buckley-Walker, Crowe, & Caputi, 2008)
Instructions:
For each of the statements below please circle either
Yes – if you agree that this statement is currently true for you
No – if the statement is this statement is currently not true for you
Previously true – if you could have answered yes to this statement previously.
NA – if the statement does not apply to your situation.

1S

Do you try to explain the unusual or strange behaviours being exhibited by
your family member?
Do you avoid social situations due to your family member’s behaviour?

Yes

No

Yes

No

Do you hesitate at obtaining outside help, due to embarrassment or shame,
associated with your family member’s behaviour?
Do you try to resolve the issues surrounding your family member’s behaviours
within the family?
Is there conflict between family members regarding the reason for your family
members strange behaviour?
Are you unsure about who to talk to in regards to your family member’s
behaviour?
Are you feeling a sense of loss and grief over your family member?

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

9G

Do you feel sorrow for the emotional pain inflicted on the family as a whole
due to this particular family member’s behaviour?
Do you feel that you are on an ‘emotional roller coaster’?

Yes

No

10I

Are you preoccupied with your family members behaviour?

Yes

No

11I

Do you need to modify your life around your family member?

Yes

No

12I

Do you assume responsibility for your family member’s behaviour, in order to
help and protect them?
Do you feel as sense of shame in regards to your family member’s disorder?

Yes

No

Yes

No

Do you decline invitations to social events due to the unpredictability of your
family member’s disorder?
At times, do you feel that you have contributed to your family member’s
condition?
Do you have feelings of frustration due to issues of confidentiality in regards
to your family member’s treatment?
Do you have an understanding of the disorder that your family member has
been
diagnosed with?
Do you constantly monitor your family member for signs of relapse?

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Do you feel saddened by the lost relationship that could have been with your
family member?
Do you feel that others do not understand your situation?

Yes

No

Yes

No

Do you believe that your family member’s potential has been limited by their
disorder?
Do you resent the impact that your family member’s disorder has had on your
life?

Yes

No

Yes

No

2S
3S
4C
5C
6C
7G
8G

13S
14S
15S
16C
17C

18C
19G
20G
21G
22I

Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true

NA

Previously
true
Previously
true
Previously
true
Previously
true
Previously
true

NA
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NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA

NA
NA
NA
NA

23I

Do you constantly monitor or ‘check-up’ on your family member in regards to
substance intake, medication, treatment, appointments etc…?
Do you believe that the relationship between family members is suffering due
to your ‘family member’s’ condition?
Are people outside the family aware of your family member’s disorder?

Yes

No

Yes

No

Yes

No

Are you able to separate yourself from the moral judgments of others, who
know little about the nature of the disorder?
Do you attend social events despite your family member’s condition?

Yes

No

Yes

No

Do you have in place family rules, that focus on what is and what is not
acceptable behaviour?
Do you believe you have developed better ways of coping with conflict and
crises?
Do you have supportive relationships outside the family?

Yes

No

Yes

No

Yes

No

Do you believe that the positive expectations that you have for your own life
have been decreased?
Do you share your feelings of loss and sadness with others?

Yes

No

Yes

No

Do you feel that your family member’s condition will be a continual influence
in your life?
Are you focussing on your own life?

Yes

No

Yes

No

Yes

No

36I

Do you believe your preoccupations with your family member impacts on
your own health and well-being?
Are you renewing old interests and/or obtaining new ones?

Yes

No

37S

If asked, do you publicly acknowledge your family member’s condition?

Yes

No

38S

Do you help families in similar situations?

Yes

No

39S

Do you ensure that your family member’s rights are met?

Yes

No

40C

Do you feel a sense of comfort in hearing other people’s similar experiences?

Yes

No

41C

Have you been able to deal with past conflicts/traumas and move beyond
them?
Is your family member taking more responsibility for their
treatment/recovery?
Are you able to freely express your feelings of grief and loss within the
family?
Do you accept what has happened to your family member?

Yes

No

Yes

No

Yes

No

Yes

No

Do you have new hopes and dreams for yourself as well as other members of
your family?
Do you believe you have a balance between yourself, family and your family
member?
Do you have a positive image of yourself?

Yes

No

Yes

No

Yes

No

Can you identify areas of strength and development that have surfaced due to
your experience as a carer?

Yes

No

24I
25S
26S
27S
28C
29C
30C
31G
32G
33G
34I
35I

42C
43G
44G
45G
46I
47I
48I

Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true
Previously
true

297

NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA

It was determined, after a hierarchical cluster analysis (Binary (1,0) Square Euclidean)
on the Family Recovery Measure (Buckley-Walker, Crowe & Captui, 2008) that the
items were loading onto the ‘processes’ of recovery. Four clusters were formed –
identity (I), stigma (S), grief (G) and coping (C). A reliability analysis was completed
for each of the clusters. Based on the analysis some questions were culled (having an
Item-total correlation of <.2) and others were reversed (having a negative Item-total
correlation).
The remaining questions for each of the clusters (subtotals) were correlated with each
other as well as the Total for the FRM. The coping subtotal had the lowest correlation (r
= .32) with Total FRM, and no statistically significant correlations with the other
subtotals. All the other subtotals and Total FRM correlated with each other (range r =
.453 to r = .858). The total FRM and subtotals were then correlated with other
questionnaires; the coping subtotal had no statistically significant correlations with any
of the questionnaires used in the study. Due to the low correlation with Total FRM and
no correlations with the other subtotals and questionnaires it was decided to remove all
the coping questions from the FRM and rerun the analysis.
A hierarchical cluster analysis (Binary (1,0) Square Euclidean) was completed on all
items (except the coping questions which were removed). The items were loading into
three clusters – Grief, Interpersonal and Individuation. A Reliability analysis was
completed and some questions were culled (having an Item-total correlation of <.2) or
reversed (having a negative Item-total correlation). The resultant Cronbach’s alphas
were obtained.
Individuation - .855 with 8 items, 1 item reversed
Interpersonal - .773 with 10 items, 5 items excluded, 6 items reversed
Grief - .754 with 9 items, 4 items excluded.
A Reliability analysis was completed on all the remaining items, it was found that two
items had Item-total Correlations of less than .2 (Q25 = .105 & Q44 = .192) these items
were culled.
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A hierarchical cluster analysis (Binary (1,0) Square Euclidean) was completed on the
remaining items. The items loaded onto the same clusters except one item, Q13 which
moved from loading onto Interpersonal to loading onto Individuation. Due to this Q13
was moved from the Interpersonal to Individuation cluster. A Reliability analysis was
completed on all the remaining items as well as each cluster. The resultant Cronbach’s
alphas were obtained.
Individuation - .863 with 9 items, 1 item reversed (r)
Interpersonal - .762 with 8 items, 5 items reversed (r)
Grief - .759 with 8 items
Below are the questions which formed clusters.
Individuation
10
11
12
13
22
23
31
35
36 (r)

Are you preoccupied with your family members behaviour?
Do you need to modify your life around your family member?
Do you assume responsibility for your family member’s behaviour, in order to help and
protect them?
Do you feel as sense of shame in regards to your family member’s disorder?
Do you resent the impact that your family member’s disorder has had on your life?
Do you constantly monitor or ‘check-up’ on your family member in regards to substance
intake, medication, treatment, appointments etc…?
Do you believe that the positive expectations that you have for your own life have been
decreased?
Do you believe your preoccupations with your family member impacts on your own health
and well-being?
Are you renewing old interests and/or obtaining new ones?

Interpersonal
2
14
15
38 (r)
43 (r)
45(r)
46 (r)
47 (r)

Do you avoid social situations due to your family member’s behaviour?
Do you decline invitations to social events due to the unpredictability of your family
member’s disorder?
At times, do you feel that you have contributed to your family member’s condition?
Do you help families in similar situations?
Are you able to freely express your feelings of grief and loss within the family?
Do you have new hopes and dreams for yourself as well as other members of your family?
Do you believe you have a balance between yourself, family and your family member?
Do you have a positive image of yourself?
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Grief
7
8
9
19
20
21
24
33

Are you feeling a sense of loss and grief over your family member?
Do you feel sorrow for the emotional pain inflicted on the family as a whole due to this
particular family member’s behaviour?
Do you feel that you are on an ‘emotional roller coaster’?
Do you feel saddened by the lost relationship that could have been with your family member?
Do you feel that others do not understand your situation?
Do you believe that your family member’s potential has been limited by their disorder?
Do you believe that the relationship between family members is suffering due to your ‘family
member’s’ condition?
Do you feel that your family member’s condition will be a continual influence in your life?

A reliability analysis was completed on all the remaining 25 items which gave a Total
FRM Cronbachs alpha of .893. Descriptives were completed and showed that all
subtotals were not normally distributed with significant skewness or kurtosis. Although
Total FRM was not normally distributed it did not show any skewness or kurtosis
however is bimodal. Hence Spearman’s rho correlations were completed. A correlation
between the FRM total and subtotals was completed.

Measure
1
1. Grief
2. Interpersonal
.429**
3. Individuation
.674**
4. Total FRM
.798**
**p<.01 (2-tailed); N=73

2
.429**
.481**
.754**

3
.674**
.481**
.901**

4
.798**
.754**
.901**
-

Independent t-tests were conduct on the Total FRM with groups being divided based on
scores on the questionnaires. Group 1 contained those scores which were ½ SD below
the mean and Group 2 contained those scores that were a ½ SD above the mean. It was
found that all measures of SHS (agency, pathway and total), MMCGI-SF (WFI, PSB),
MHC-SF (EWB, SWB, PWB and TWB), FACES IV (FR, CR, TCR, family
communication and family satisfaction), TFI-SF (IH) and ECI (NEC) were all
significantly different. For example those who score high on emotional wellbeing also
scored significantly higher (more recovered) on the FRM compared to those who score
low on emotional wellbeing.
Those questionnaires which did not significantly differ include TFI-SF (SEE, ARI, SL
and Total TFI) and ECI (PEC).
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The following table indicates the correlations between the FRM and other
questionnaires.
Questionnaire Subscales
US-IS
distance
ECI

SHS

MMCGI-SF
MHC-SF

FACES IV

TFI-SF

DB
NS
S
PWS
EF
NTB
D
L
RPE
GAR
NEC
PEC
Pathway
Agency
Total Hope
PSB
WFI
EWB
SWB
PWB
TWB
CR
FR
TCR
FC
FS
IH
SEE
ARI
SL
Total TFI

Individuation Interpersonal Grief (N)
(N)
(N)
-.562 (68)
-.402 (72)
-.421 (72)

Total
FRM (N)
-.544 (72)

-.502 (68)
-.339
-.631
-.263*
-.362
-.558
-.591
-.428
X
X
-.600
X
.475 (69)
.543
.559
-.459 (68)
-.489
.565 (69)
.429
.437
.518
.295*
.394
.355
X
.314
X (60)
X
X
X
X

-.563 (73)
-.407
-.622
-.240*
-.482
-.573
-.534
-.526
X
X
-.647
X
.525 (73)
.530
.598
-.477 (72)
-.602
.603 (73)
.432
.430
.526
.446 (71)
.419
.504
.312
.381
.261* (64)
X
X
X
X

-.390 (73)
-.262*
-.374
X
-.312
-.338
-.259*
-.379
X
.282*
-.342
.265*
.494 (73)
.477
.556
-.270 (72)
-.454
.505 (73)
.342
.391
.452
.456 (71)
.587
.531
.426
.503
.460 (64)
.306*
.261*
.319
.378

-.590 (73)
-.495
-.507
-.308
-.548
-.449
-.444
-.573
X
X
-.655
X
.319 (73)
.299*
.349
-.322 (72)
-.557
.370 (73)
.258*
.252*
.307
.302* (71)
.388
.348
X
.261*
X (64)
X
X
X
X

All correlations have a p<.01 unless indicated, * p<.05; X = no significant correlation.

301

Appendix I

Self-Characterisation
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Self as I am Now
Male Example:
I want you to write a character sketch of yourself (Harry Brown), as you are now, just as if he were the
principal character in a play. Write it as it might be written by a friend who knew him very intimately and
very sympathetically, perhaps better than anyone ever really could know him. Be sure to write it in the
third person. For example, start out by saying, ‘Harry Brown is….’
Female Example:
I want you to write a character sketch of yourself (Sally Brown), as you are now, just as if she were the
principal character in a play. Write it as it might be written by a friend who knew her very intimately and
very sympathetically, perhaps better than anyone ever really could know her. Be sure to write it in the
third person. For example, start out by saying, ‘Sally Brown is….’

Preferred Self
Male Example:
I want you to write a character sketch of yourself (Harry Brown), as you prefer to be, just as if he were
the principal character in a play. Write it as it might be written by a friend who knew him very intimately
and very sympathetically, perhaps better than anyone ever really could know him. Be sure to write it in
the third person. For example, start out by saying, ‘Harry Brown is….’
Female Example:
I want you to write a character sketch of yourself (Sally Brown), as you prefer to be, just as if she were
the principal character in a play. Write it as it might be written by a friend who knew her very intimately
and very sympathetically, perhaps better than anyone ever really could know her. Be sure to write it in the
third person. For example, start out by saying, ‘Sally Brown is….’

After completion of the self-characterisation the interviewer along with the participant will go through the
script and identify relevant constructs. The interviewer will then ask the participant “To you, being _____
would contrast with someone who is …..?”, this then generates the other pole.

EXAMPLE:
Self as I am Now
Female Example:
I want you to write a character sketch of yourself (Sally Brown), as you are now, just as if she were the
principal character in a play. Write it as it might be written by a friend who knew her very intimately and
very sympathetically, perhaps better than anyone ever really could know her. Be sure to write it in the
third person. For example, start out by saying, ‘Sally Brown is….’

Sally Brown is a quiet person, although she has many friends she enjoys time alone. When she is alone
she enjoys reading romance novels, going for walks especially on the beach, and cooking pastries. As a
friend she is a very giving and supportive person, she is always there for her friends in their time of need.
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She enjoys going out for dinner with her friends but would prefer to cook them dinner at home, where it is
more relaxed.
Family is very important to her and they are her first priority. She will drop everything to help her family
out. She loves her husband and three children and is very proud of them all. She is very appreciative of
how supportive they are of her and career. She enjoys gatherings with extended family such as Christmas
and Birthdays.
Her career is very important to her she enjoys accounting she finds it a challenge. Challenge is very
important to Sally, and gets bored easily especially once she achieves her goals. Sally is good at her job
and often gets recognized for her efforts. She gets on well with her colleagues and clients.

Relevant constructs underlined
1.

“To you, being quiet would contrast with someone who is …..?” Loud
Elicited construct is “Quiet” and contrast pole is “Loud”

2.

“To you, family being important would contrast with someone who is …..?” Selfish
Elicited construct is “Family is Important” and contrast pole is “Selfish”

3.

“To you, being challenged would contrast with someone who is …..?” Lazy
Elicited construct is “Challenged” and contrast pole is “Lazy”

The constructs will then be used in the Repertory Grid for the participants to complete.
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Appendix J

Repertory Grids
Elicited and Provided Constructs
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Unsympathetic

Sympathetic listener

Hard

Emotional

Weak

Strong

Unable to cope

Able to cope

Irrational

Rational

Uncaring

Caring

My Loved One

The Support Group

My Family

My Best Self

1<----------2------------3-----------4----------->5

Myself as I will be in 12 months

Definitely this end of the scale

Myself as I ought to be

Definitely this end of the scale

Myself as I used to be

For example, if your impression of your ideal self is more like Unsympathetic,
then write ‘1’ or ‘2’ or , if your impression of your ideal self is more like
Sympathetic listener, then write ‘4’ or ‘5’. By writing ‘3’ you believe that your
ideal self is Unsympathetic on some occasions and Sympathetic listener on
other occasions.

Myself as I usually am

The grid is concerned with the impressions you have of images of your self
and ideals as well as impressions of some other people.
‘Me as I would ideally like to be’ refers to how you would ideally like to
view yourself.
Place a number between 1 and 5 in the boxes on the right below.

Me as I would ideally like to be

ELICITED CONSTRUCT REPERTORY GRID
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PROVIDED CONSTRUCT REPERTORY GRID
The grid is concerned with the impressions you have of images of yourself and ideals as well as
impressions of some other people.
‘Myself as I usually am’ refers to how you have viewed yourself over the past month.
Circle a number between 1 and 5 on the scale below. For example, if your impression of yourself as you
usually are is that you are selfish, then circle ‘1’ or ‘2’ or , if your impression of yourself as you usually
are is that you are caring, then circle ‘4’ or ‘5’. By circling ‘3’ you believe that you are selfish on some
occasions and caring on other occasions.
Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale
Myself as I usually am

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem
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‘Myself as I used to be’ refers to how you viewed yourself prior to your ‘loved one’ having an alcohol
other drug/mental health disorder.

Circle a number between 1 and 5 on the scale below. For example, if your impression of yourself as you
used to be is that you were selfish, then circle ‘1’ or ‘2’ or , if your impression of yourself as you used to
be is that you were caring, then circle ‘4’ or ‘5’. By circling ‘3’ you believe that you were selfish on some
occasions and caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

Myself as I used to be

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem
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‘Me as I ought to be’ refers to how you currently should be.

Circle a number between 1 and 5 on the scale below. For example, if your impression of yourself as you
ought to be is selfish, then circle ‘1’ or ‘2’ or , if your impression of yourself as you ought to be is caring,
then circle ‘4’ or ‘5’. By circling ‘3’ you believe that you ought to be selfish on some occasions and
caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

Me as I ought to be

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem

309

‘Me as I would ideally like to be’ refers to how you would ideally like to view yourself.

Circle a number between 1 and 5 on the scale below. For example, if your impression of your ideal self is
selfish, then circle ‘1’ or ‘2’ or , if your impression of your ideal self is caring, then circle ‘4’ or ‘5’. By
circling ‘3’ you believe that your ideal self is selfish on some occasions and caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

Me as I would ideally like to be

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem

310

‘Myself as I will be in 12 months time’ refers to how you would like yourself to be 12 months from
now, realistically.

Circle a number between 1 and 5 on the scale below. For example, if your impression of yourself in 12
months will be selfish, then circle ‘1’ or ‘2’ or , if your impression of yourself in 12 months will be
caring, then circle ‘4’ or ‘5’. By circling ‘3’ you believe that in 12 months you will be selfish on some
occasions and caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

Myself as I will be in 12 months time

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem
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‘My Best self’ refers to yourself currently when you are at your best, within the last month.

Circle a number between 1 and 5 on the scale below. For example, if your impression of your best self is
selfish, then circle ‘1’ or ‘2’ or , if your impression of your best self is caring, then circle ‘4’ or ‘5’. By
circling ‘3’ you believe that your best self is selfish on some occasions and caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

My Best self

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem
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‘My Family’ refers to how you view the members of your family as a group.

Circle a number between 1 and 5 on the scale below. For example, if your impression of your family as a
group is selfish, then circle ‘1’ or ‘2’ or , if your impression of your family as a group is caring, then
circle ‘4’ or ‘5’. By circling ‘3’ you believe that your family as a group is selfish on some occasions and
caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

My Family

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem
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‘The support group’ refers to how you view the support group as a whole.

Circle a number between 1 and 5 on the scale below. For example, if your impression of your support
group as a whole is selfish, then circle ‘1’ or ‘2’ or , if your impression of your support group as a whole
is caring, then circle ‘4’ or ‘5’. By circling ‘3’ you believe that your support group as a whole is selfish on
some occasions and caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

The Support group

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem
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‘My loved one’ refers to how you view the person who has an alcohol other drug/mental health disorder.

Circle a number between 1 and 5 on the scale below. For example, if your impression of your loved one
is that they are selfish, then circle ‘1’ or ‘2’ or , if your impression of your loved one is that they are
caring, then circle ‘4’ or ‘5’. By circling ‘3’ you believe that your loved one is selfish on some occasions
and caring on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale

My Loved One

Selfish

1

2

3

4

5

Caring

Weak

1

2

3

4

5

Strong

Sad

1

2

3

4

5

Happy

Shy

1

2

3

4

5

Confident

Dishonest

1

2

3

4

5

Honest

Sad/Quiet Life

1

2

3

4

5

Thrilling Life

Uncaring

1

2

3

4

5

Loving

Negative toward others

1

2

3

4

5

Understanding toward others

Unhelpful

1

2

3

4

5

Helpful

Turmoil

1

2

3

4

5

Peaceful

Low Self-esteem

1

2

3

4

5

High Self-esteem
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PROVIDED CONSTRUCT REPERTORY GRID - REVERSED
The grid is concerned with the impressions you have of images of your self and ideals as well as
impressions of some other people.

‘Myself as I usually am’ refers to how you have viewed yourself over the past month.

Circle a number between 1 and 5 on the scale below. For example, if your impression of yourself as you
usually are is that you are caring, then circle ‘1’ or ‘2’ or , if your impression of yourself as you usually
are is that you are selfish, then circle ‘4’ or ‘5’. By circling ‘3’ you believe that you are caring on some
occasions and selfish on other occasions.

Definitely this end

<------- 1------- 2------- 3------- 4------- 5-------> Definitely this end

of the scale

of the scale
Myself as I usually am

Caring

1

2

3

4

5

Selfish

Strong

1

2

3

4

5

Weak

Happy

1

2

3

4

5

Sad

Confident

1

2

3

4

5

Shy

Honest

1

2

3

4

5

Dishonest

Thrilling Life

1

2

3

4

5

Sad/Quiet Life

Loving

1

2

3

4

5

Uncaring

Understanding toward others

1

2

3

4

5

Negative toward
others

Helpful

1

2

3

4

5

Unhelpful

Peaceful

1

2

3

4

5

Turmoil

High Self-esteem

1

2

3

4

5

Low Self-esteem
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Appendix K

Measuring Identity Processes in Family
Relational Empowerment

Buckley-Walker, K., Crowe, T.P., and Caputi, P. (2013). Measuring Identity Processes
in Family Relational Empowerment. International Journal of Mental Health and
Addiction. doi: 10.1007/s11469-012-9420-3.
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Appendix L

Covariates for Cross-sectional
and Longitudinal Studies

334

Demographics of Participants in the Cross-Sectional Study
Differences between the Groups
To identify whether there were any differences between the three groups, ANOVA’s or
their non-parametric equivalent were conducted. The three groups include: Group 1
from the Salvation Army who completed the interviews and questionnaires; Group 2
from the Salvation Army who completed the questionnaires; and Group 3 from various
sites throughout NSW and ACT who completed the questionnaires. Table L1, L2, L3
and L4 contain the demographic of Groups 1, 2 and 3.
In total 6 demographics were statistically significantly different, at an alpha level of .05,
between the three groups. The ‘age of the participants’ were statistically significantly
different (F(2, 72)=7.86, p=.001), where Group 1 (M= 62.84, SD=8.08) and Group 2
(M=61.40, SD=6.75) were significantly older than Group 3 (M=53.90, SD=10.53).
The ‘years a loved one has had a SUD’ was statistically significantly different (H
(corrected for ties)=8.294, df=2, N=77, p=.016), where Group 1’s (Mean rank=28.50,
n=19) loved one’s had a SUD for longer than compared to Group 2 (Mean rank=17.94,
n=25). There is no significant difference between Group 3 and either Group 1 or Group
2.
There is a statistically significant difference between the groups (𝜒2 (2, N=77)=6.34,
p=.042), in ‘whether the participant was living with their loved one or not’. Group 3 (13
participants living with loved one) are more likely to have loved ones living with them,
than Group 1 or Group 2 (both have 3 participants living with their loved one), there
was no significant difference between Group 1 and Group 2.
The ‘amount of contact the participants have with their loved one’ was statistically
significantly different between the groups (H (corrected for ties)=11.875, df=2, N=75,
p=.003). Group 1 (Mean rank=32.84, n=19) and Group 2 (Mean rank=35.56, n=24) had
more contact with their loved one compared to Group 3 (Mean rank=21.94, n=32).
There was no statistically significant difference between Group 1 and Group 2.
There is a statistically significant difference (H (corrected for ties)=29.2115, df=2,
N=77, p=.000) between the groups in ‘how long they have been attending the support
group’. Group 1 (Mean rank=54.66, n=19) and Group 2 (Mean rank=47.12, n=25) have
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been attending a support group for longer than Group 3 (Mean rank=23.83, n=23).
There was no statistically significant difference between Group 1 and Group 2.
There is a statistically significant difference between the groups (H (corrected for
ties)=11.852, df=2, N=77, p=.003), in ‘how often they attend the support group’. Group
1 (Mean rank=53.55, n=19) attend a support group more often than Group 2 (Mean
rank=34.22, n=23) and Group 3 (Mean rank=22.29, n=33). There was no statistically
significant difference between Group 2 and Group 3.
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Table L1.
Demographics of Participants for Group 1, 2 and 3 (scale)
Group 1

Group 2

Group 3

Demographics

N

Mean

SD

Range

N

Mean

SD

Range

N

Mean

SD

Range

Age (years)

19

62.84

8.08

40-78

25

61.40

6.75

52-73

31a

53.90

10.53

28-69

3

116.00

108.89

36-240

3

10.33

12.10

1-24

13

164.15

142.93

6-432

16

119.4

78.23

12-252

22

55.81

59.35

6-228

20

88.80

128.81

3-444

How long have you lived with
your Loved one? (months)
How long have you not lived
with your loved one? (months)
Note. Group 3 N=33, an=31.
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Table L2
Demographics of Participants for Group 1, 2 and 3 (ordinal and nominal)
Group 1

Group 2

Group 3

Demographics

Category (label)

N

%

N

%

N

%

Sex

Male (1)

5

6.49

6

7.79

6

7.79

Female (2)

14

18.18

19

24.68

27

35.06

Not working (1)

12

15.58

17

22.08

18

23.38

Working (2)

7

9.09

8

10.39

15

19.48

Married (1)

13

16.88

17

22.08

18

23.38

Defacto (2)

0

0

0

0

2

2.60

Separated (3)

2

2.60

0

0

5

6.49

Divorced (4)

3

3.90

6

7.79

5

6.49

Widowed (5)

1

1.30

2

2.60

1

1.30

Single (6)

0

0

0

0

2

2.60

Father (1)

5

2.67

5

2.67

3

4.00

Mother (2)

13

17.33

17

22.66

15

20.00

Grandfather (3)

0

0

1

1.33

0

0

Grandmother (4)

0

0

2

2.67

0

0

Work

Marital Status

Relationship to Loved one
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Group 1
Demographics

Primary Carer
Living with Loved one
Contact with Loved one

Group 2

Group 3

Category (label)

N

%

N

%

N

%

Husband (5)

0

0

0

0

1

1.33

Wife (6)

1

1.33

0

0

7

9.33

Son (7)

0

0

0

0

0

0

Daughter (8)

0

0

0

0

1

1.33

Brother (9)

0

0

0

0

2

2.67

Sister (10)

0

0

0

0

3

4.04

Partner (11)

0

0

0

0

1

1.33

No (1)

11

14.29

21

27.27

20

25.97

Yes (2)

8

10.39

4

5.19

13

16.88

No (1)

16

20.79

22

28.57

20

25.97

Yes (2)

3

3.90

3

3.90

13

16.88

Everyday (1)

2

2.67

4a

5.33

19b

25.33

Several times per week (2)

13

16.88

12

16.00

8

10.67

Several times per month (3)

3

4.00

3

4.00

3

4.00

Once every 3 months (4)

1

1.33

3

4.00

1

1.33

Once a year (5)

0

0

1

1.33

0

0

<once a year (6)

0

0

1

1.33

1

1.33

Note. Group 2 N=25, an=24; Group 3 N=33, bn=32
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Table L3
Demographics of Loved One for Group 1, 2 and 3 (ordinal and nominal).
Group 1

Group 2

Group 3

Demographics

Category (label)

N

%

N

%

N

%

Sex of Loved One

Male (1)

15

19.48

16

20.78

24

31.17

4

5.19

9

11.69

9

11.69

14

18.18

11

14.29

18

23.38

<1 year (1)

0

0

0

0

1

1.30

1-3 years (2)

1

1.30

4

5.19

2

2.60

3-5 years (3)

1

1.30

2

2.60

3

3.90

5-10 years (4)

1

1.30

1

1.30

2

2.60

>10 years (5)

2

1.30

7

9.09

7

9.09

No abuse (0)

0

0

1

1.30

2

2.60

<1 year (1)

0

0

0

0

0

0

1-3 years (2)

0

0

1

1.30

1

1.30

3-5 years (3)

0

0

4

5.19

7

9.09

5-10 years (4)

5

6.49

11

14.29

7

9.09

>10 years (5)

14

18.18

8

10.39

16

20.78

Female (2)
Years of Mental Illness

Years of Alcohol or Drug
Use

No Mental Illness (0)

340

Table L4
Demographics Related to the Support Group for Group 1, 2 and 3 (ordinal and nominal).
Group 1

Group 2

Group 3

Demographics

Category (label)

N

%

N

%

N

%

How long have you been
attending the family
support program

No attendance (0)

0

0

0

0

9a

1.84

<1 year (1)

4

5.26

5

6.58

16

21.05

1-3 years (2)

1

1.32

10

13.16

5

6.58

3-5 years (3)

4

5.26

5

6.58

0

0

5-10 years (4)

6

7.89

2

2.63

0

0

>10 years (5)

4

5.26

3

3.95

2

2.63

No attendance (0)

0

0

0

0

10a

13.16

<3 times (1)

1

1.32

5

6.58

4

5.26

4-6 times (2)

3

3.95

8

10.53

3

3.95

7-9 times (3)

0

0

5

6.58

1

1.32

>10 times (4)

15

19.74

5

6.58

14

No attendance (0)

0

0

0

0

9

11.69

No (1)

8

10.39

13

16.88

22

28.57

Yes (2)

11

14.29

12

15.58

2

2.60

How often do you attend
the family support group
per year?

Do other members of your
family attend the family
support group?
a

Note. Group 3 N=33, n=32
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Correlations between the Demographics and Measures of Recovery Constructs
(Table L.5)
To identify if there were any relationships between the demographics (which were
statistically different between the groups) and the responses to the questionnaires a
correlational analysis, for scale and ordinal data (Pearson or Spearman’s if parametric
assumptions are not met) and a biserial correlations for nominal data were conducted.
It was found that the older the participant was there was an increase in social wellbeing
(SWB). The longer participants loved one had a SUD there was an increase in social
(SWB), psychological (PWB) and total wellbeing (TWB). When participants live with
their loved one there is a decrease in the interpersonal recovery. The more contact
participants had with their loved one there was a decrease in dependency (D), the good
aspects of their relations with their loved one (GAR) and positive experiences of
caregiving (PEC); an increase in interpersonal recovery. It was found that the longer
participants had attended a family support group there was a decrease in stigma (S), the
need to backup (NTB), dependency (D), good aspects of their relationship with their
loved one (GAR) and family communication (FC); an increase in social learning (SL)
and total therapeutic factors. It was also found that the more often participants attended
(the support group) in the last 12 months there was a decrease in difficult behaviours
(DB), negative symptoms (NS), the need to provide backup (NTB), secure emotional
expression (SEE) and awareness of relational impact (ARI) in the group (refer to Table
L5).
Correlations between the Demographics and the Repertory Grid Data (Table L.6)
To identify if there were any relationships between the demographics and the responses
in the repertory grid (i.e., US-distance and average element) a correlational analysis, for
scale and ordinal data (Pearson or Spearmans if assumptions for parametric analysis are
not met) and a biserial correlation for nominal data were conducted.
It was found when participants age increased they perceived their ‘usual self’ as more
similar to their ‘past self’. The longer participants loved one had a SUD they rated their
‘past self’ and their ‘loved one’ as less similar the positive personal constructs. When
participants live with their loved one they perceived their ‘usual self’ as more similar to
their ‘family’; they rate their ‘best self’, ‘support group’ and ‘loved one’ as more similar
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to the positive personal constructs. The more contact participants had with their loved
one they rated their ‘usual self’, ‘future self’, ‘best self’, ‘support group’ and ‘loved
one’ as less similar to the positive personal constructs. It was found that the longer
participants had attended a family support group they rated their ‘best self’ as less like
the positive personal constructs. There were no statistically significant relationships
found between the repertory grid data, average elements and US-distance measures, and
how often they attended (the support group) in the last 12 months (refer to Table L6).
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Table L.5
Covariates for Cross-sectional Questionnaires
Demographics that were significantly different between the groups
Questionnaire

Subscales

SHS

Pathways

Age of participant

Year of SUD

Living with Loved one

Contact with Loved
One

How long attend have How often attend do
you attended the
you attend the support
support group?
group?

Agency
Total Hope
MHC-SF

EWB
SWB

FRM

r (75)=.242, p=.037

r s (77)=.263, p=.021

PWB

r s (77)=.250, p=.028

TWB

r s (77)=.278, p=.014

Grief
Individuation
Interpersonal

r s (28)=-.538, p=.003 r s (69)=.251, p=.037

Total
ECI

RPE
GAR

rs (75)=-.463, p=.000 r s (77)=-.271, p=.017

PEC

rs (75)=-.319, p=.005

DB

r s (77)=-.255, p=.025

NS

r s (77)=-.237, p=.028

S
PWS
EF
NTB
D

r s (77)=-.342, p=.002 r s (77)=-.263, p=.021
rs (75)=-.362, p=.001 r s (77)=-.345, p=.002

L
NEC

Table L.5 Cont’d
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Demographics that were significantly different between the groups
Questionnaire

Subscales

MMCGI-SF

PSB

Age of participant

Year of SUD

Living with Loved one

Contact with Loved
One

How long attend have How often attend do
you attended the
you attend the support
support group?
group?

WFI
FACES-IV

CR
FR
TCR
FC

r s (75)=-.255, p=.028

FS
TFI

IH
SEE

r s (67)=-.287, p=.018

ARI

r s (67)=-.245, p=.046

SL

r s (67)=.278, p=.023

Total TFI

r s (67)=.255, p=.037
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Table L.6
Covariates for Cross-sectional Repertory Grid
Demographics that were significantly different between the groups
Repertory Grid

ELMENTS

Age of participant

Year of SUD

US

Living with Loved one

Contact with Loved
One

How long attend have How often attend do
you attended the
you attend the support
support group?
group?

r s (74)=-.233, p=.046

PS

r s (76)=-.318, p=.005

OS
IS
FS

r s (74)=-.274, p=.018

BS

r s (76)=.259, p=.024 r s (74)=-.259, p=.026 r s (76)=-.285, p=.013

F

US-DIST

SG

r s (68)=.263, p=.030 r s (74)=-.271, p=.028

LO

r s (68)=-.251, p=.039 r s (68)=.295, p=.010 r s (74)=-.396, p=.000

US-PS

r s (74)=-.276, p=.017

US-OS
US-IS
US-FS
US-BS
US-F
US-SG
US-LO
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Demographics of Participants in the Longitudinal Study
Differences between the Groups
To identify whether there were any differences between the two groups, t-tests or their
non-parametric equivalent were conducted. The two groups include Group 1 from the
Salvation Army who completed the interviews and questionnaires and Group 2 from the
Salvation Army who completed only the questionnaires.
In total 7 demographics were statistically significantly different, at an alpha level of .05,
between the two groups. The ‘age of the loved one’ was statistically significantly
different (t(42)=2.34, p=.02) where Group 1 (M=37.42, SD=9.47) had loved ones that
were older than Group 2 (M=31.68, SD=6.82). There is a statistically significant
difference (U=123.50, z=-2.97, p=.00) in the ‘years of substance use disorder’, where
Group 1’s (Mean rank=28.50, n=19) loved one’s have had SUD longer than Group 2
(Mean rank=17.94, n=25). ‘How long the participant has not live with their loved one’
was statistically significantly different (t(34)=2.43, p=.02), where Group 1 (M=105.38,
SD=78.23) have not lived with their loved one longer than Group 2 (M=76.61,
SD=48.46).There is a statistically significant difference (𝜒2 (1, N=41)=4.45, p=.03)
between the groups in terms of ‘whether their loved one is in recovery’, where Group 1
(n=14) had more loved ones in recovery than Group 2 (n=9). ‘How long their loved one
has been in recovery’ was statistically significantly different (t(17.273)=-.3.80, p=.001,
violation of equal variances), where Group 1 (M=50.57, SD=32.24) had loved ones in
recovery for longer than Group 2 (M=14.87, SD=10.66). There is a statistically
significant difference (U=97.50, z=-3.25, p=.00) between ‘how often the participant
attend the support group per year at the beginning (time 1) and after 12 months (time
4)', where Group 1 (Time 1 Mean rank=27.87, n=19; Time 2 Mean rank=31.00, n=16)
attended the support group more often per year than Group 2 (Time 1 Mean rank=16.24,
n=23; Time 2 Mean rank=14.60, n=25).
Correlations between the Demographics and Measures of the Recovery Constructs
To identify if there is any relationship between the demographics which were
statistically different between the groups and the responses to the questionnaires a
correlational analysis, for scale and ordinal data (Pearson and Spearman’s when

347

assumptions for non-parametric analysis were not met) and a biserial correlation for
nominal data were conducted.
Time 1 (Table L.7)
It was found that the older their loved one was there was there was an increase in social
(SWB), psychological (PWB) and total wellbeing (TWB). The longer their loved one
has had a SUD there was an increase in agency, total hope and total wellbeing (TWB)
as well as interpersonal, individuation and total recovery (FRM). It was found that as
the length of time not living with their loved one increased there was a decrease in
difficult behaviours (DB) and stigma (S) and an increase in the therapeutic factors of
social learning (SL) and awareness of relational impact (ARI).
If participants loved one is in recovery there is a decrease in difficult behaviours (DB),
stigma (S), negative symptoms (NS), effects on family (EF), need to backup (NTB), and
total negative caregiving experiences (NEC) as well as a decrease in worry and felt
isolation (WFI). There was an increase in all FRM, total hope (SHS), emotional (EWB),
psychological (PWB) and total well-being (TWB); cohesion (CR) and total ratio’s
(TCR) and the therapeutic factors of installation of hope (IH) and total therapeutic
factors (Total TFI). The longer their loved one has been in recovery there was a
decrease in difficult behaviours (DB), need to backup (NTB), loss (L), dependency (D),
stigma (S), and total negative caregiving experiences (NEC). There was also an increase
in pathway, agency and total hope (SHS), emotional wellbeing (EWB), flexibility ratio
(FR) and interpersonal, individuation and total recovery (FRM).
The more often participants attended the support group at the beginning (time 1) there
was a decrease in difficult behaviours (DB), need to backup (NTB), negative symptoms
(NS), loss (L), stigma (S), and total negative caregiving experiences (NEC) and an
increase in agency (SHS), the therapeutic factor of secure emotional expression (SEE)
and individuation and total recovery (FRM). The more often participants attended the
support group at 12 months (time 2) f there was a decrease in need to backup (NTB)
and loss (L). There was an increase in pathways, agency and total hope (SHS), social
(SWB), psychological (PWB) and total wellbeing (TWB), and the therapeutic factor of
secure emotional expression (SEE) as well as an increase in individuation, interpersonal
and total recovery (FRM; refer to Table L7).
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Table L7.
Covariates for Longitudinal Questionnaires at Time 1
Demographics that were significantly different between the groups
Questionnaires
Subscales
at Time 1
SHS

MHC-SF

FRM

ECI

Age of Loved one

Year of SUD

How long have you
NOT lived with Loved
one

Is Loved one in
recovery?

How long has your
Loved one been in
recovery?
rs (22)=.441, p=.040

Pathways
Agency

rs (44)=.454, p=.002

Total Hope

rs (44)=.345, p=.022

How often do you
attend support group
T1

How often do you
attend support group
T4
rs (41)=.407, p=.008

rs (22)=.650, p=.001 rs (42)=.308, p=.047 rs (41)=.581, p=.000
rs (41)=.350, p=.025 rs (22)=.570, p=.006

rs (41)=.534, p=.000

rs (41)=.380, p=.014 rs (22)=.477, p=.025

EWB
SWB

r (44)=.458, p=.002

PWB

r (44)=.456, p=.002

TWB

rs(44)=.397, p=.008

r (41)=.339, p=.030
rs (44)=.385, p=.010

rs (41)=.433, p=.005

r (41)=.373, p=.016

rs (41)=.412, p=.007

rs (41)=.332, p=.034

rs (41)=.359, p=.021

Grief
Individuation

r (43)=.376, p=.013

rs (41)=.499, p=.001 r (22)=.493, p=.020

Interpersonal

rs (43)=.370, p=.015

rs (41)=.471, p=.002 rs (22)=.639, p=.001

Total FRM

r (43)=.402, p=.007

rs (41)=.541, p=.000 r (22)=.541, p=.009

rs (41)=.322, p=.040 r (40)=.425, p=.006
rs (40)=.354, p=.025
rs (41)=.333, p=.033 r (40)=.405, p=.009

RPE
GAR
PEC
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Table L7. Cont’d

Demographics that were significantly different between the groups
Questionnaires
Subscales
at Time 1
ECI

Age of Loved one

Year of SUD

How long have you
NOT lived with Loved
one

Is Loved one in
recovery?

How long has your
Loved one been in
recovery?

How often do you
attend support group
T1

DB

r (36)=-.362, p=.030 rs (41)=-.402, p=.009 r (22)=-.435, p=.043; r (42)=-.380, p=.013

NS

r (42)=-.413, p=.007

S

How often do you
attend support group
T2

rs (36)=-.539, p=.001 rs (41)=-.561, p=.000 rs (22)=-.599, p=.003 rs (42)=-.347, p=.024

PWS
EF

rs (41)=-.362, p=.020

NTB

rs (41)=-.372, p=.016 r (22)=-.507, p=.016 r (42)=-.316, p=.041 r (41)=-.423, p=.006

D

r (22)=-.628, p=.002

L

r (22)=-.601, p=.003 r (42)=-.311, p=.045 r (41)=-.358, p=.022
rs (41)=-.401, p=.009 r (22)=-.488, p=.021 r (42)=-.307, p=.048

NEC
MMCGI-SF
FACES-IV

PSB
WFI

rs (41)=-.449, p=.003

CR

rs (39)=.338, p=.015
rs (20)=.569, p=.009

FR
rs (39)=.421, p=.008

TCR
FC
FS
TFI

rs (41)=.373, p=.016

IH

rs (42)=.313, p=.043 rs (41)=.386, p=.013

SEE
ARI

rs (36)=.399, p=.016

SL

r (36)=.333, p=.047

Total TFI

rs (41)=.320, p=.041
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Time 2 (Table L.8)
It was found that the older their loved one was there was a decrease in the need to
provide backup (NTB) and an increase in the all the therapeutic factors (TFI) as well as
an increase in social (SWB) and psychological wellbeing (PWB). It was found that
there were no statistically significant relationships between the questionnaires at time 2
and the longer their loved one has had a substance use disorder. It was found that as
the length of time not living with their loved one increased there was a decrease in
difficult behaviours (DB), negative symptoms (NS), loss (L), stigma (S) and total
negative caregiving experiences (NEC) and an increase in individuation and total
recovery (FRM).
If their loved one was in recovery there was a decrease in difficult behaviours (DB),
negative symptoms (NS), effects on family (EF), loss (L), dependency (D), the need to
backup (NTB), stigma (S), problems with services (PWS) and total negative caregiving
experiences (NEC) as well as a decrease in worry and felt isolation (WFI) and personal
sacrifice and burden (PSB). There was an increase in pathways (SHS), social (SWB),
psychological (PWB) and total wellbeing (TWB), flexibility (FR) and total ratio (TCR)
and recovery from grief (FRM). The longer their loved one has been in recovery there
was decrease in difficult behaviours (DB), negative symptoms (NS), need to backup
(NTB), loss (L), dependency (D), stigma (S), and total negative caregiving experiences
(NEC) as well as a decrease in worry and felt isolation (WFI).
The more often the participants attended the support group at the beginning (time 1)
there was a decrease in difficult behaviours (DB), negative symptoms (NS), loss (L) and
family communication (FC). The more often the family members attended the support
group at 12 months (time 2) there was a decrease in worry and felt isolation (WFI) and
interpersonal recovery (FRM) and an increase in social (SWB), psychological (PWB)
and total wellbeing (TWB), agency and total hope (SHS) and flexibility ratio (FR; refer
to Table L8).
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Table L8.
Covariates for Longitudinal Questionnaires at Time 2
Demographics that were significantly different between the groups
Questionnaires
Subscales
at Time 2
SHS

MHC-SF

FRM

Age of Loved one

Year of SUD

How long have you
NOT lived with Loved
one

How long has your
Loved one been in
recovery?

How often do you
attend support group
T1

How often do you
attend support group
T2

rs (41)=.323, p=.039;

Pathways
Agency

rs (41)=.426, p=.006

Total Hope

rs (41)=.368, p=.018

EWB
SWB

r (44)=-.307, p=.043

rs (41)=.416, p=.007

r (41)=.406, p=.008

PWB

rs (44)=-.300, p=.048

r (41)=.437, p=.004

r (41)=.431, p=.005

TWB

rs (41)=.432, p=.005

rs (41)=.465, p=.002

Grief

rs (38)=.522, p=.001
rs (39)=-.352, p=.028

Interpersonal

ECI

Is Loved one in
recovery?

Individuation

r (32)=.487, p=.005

Total FRM

r (32)=.484, p=.005

PRE
GAR
PEC
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Table L8. Cont’d
Demographics that were significantly different between the groups
Questionnaires
Subscales
at Time 2
ECI

Age of Loved one

Is Loved one in
recovery?

How long has your
Loved one been in
recovery?

How often do you
attend support group
T1

DB

r (36)=-.410, p=.013 rs (41)=-.603, p=.000 r (22)=-.490, p=.020 r (42)=-.336, p=.030
r (36)=-.424, p=.010 rs (41)=-.500, p=.001 r (22)=-.554, p=.007 r (42)=-.375, p=.014

S

rs (41)=-.463, p=.004 rs (41)=-.577, p=.000 rs (22)=-.467, p=.029

NTB

How often do you
attend support group
T2

rs (41)=-.407, p=.008
rs (41)=-.431, p=.005

EF

FACES IV

How long have you
NOT lived with Loved
one

NS
PWS

MMCGI-SF

Year of SUD

rs (44)=-.322, p=.033

rs (41)=-.510, p=.001 r (22)=-.541, p=.009

D

rs (41)=-.510, p=.001 r (22)=-.630, p=.002

L

r (36)=-.383, p=.021 rs (41)=-.543, p=.000 r (22)=-.568, p=.006 r (42)=-.410, p=.007

NEC

r (36)=-.372, p=.025 rs (41)=-.621, p=.000 r (22)=-.536, p=.010

PSB

rs (41)=-.491, p=.001

WFI

rs (41)=-.533, p=.000 r (22)=-.431, p=.045

r (41)=-.308, p=.050

FR

rs (39)=.575, p=.000

r (41)=.340, p=.034

TCR

rs (39)=.397, p=.012

CR

r (40)=-.381, p=.015

FC
FS
TFI

IH

rs (44)=.431, p=.003

SEE

rs (44)=.378, p=.011

ARI

rs (44)=.399, p=.009

SL

r (44)=.414, p=.005

Total TFI

rs (44)=.451, p=.002
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Correlations between the Demographics and the Repertory Grid Data
To identify if there were any relationships between the demographics and the responses
in the repertory grid (US-distance and average element) a correlational analysis, for
scale and ordinal data (Pearsons and Spearman’s if assumptions are not met for
parametric analysis) and an ANOVA for nominal data were conducted.
Time 1 (Table L.9)
It was found when the age of the loved one increased participants perceived their ‘usual
self’ as more similar to their ‘loved one’ and they perceived their ‘family’ as more
similar to the positive personal constructs. There were no relationships between the how
long their loved one had a SUD and the repertory grid data, average element or USdistance. It was found that the longer participants had not lived with their loved one
they perceived their ‘usual self’ as more similar to their ‘best self’ and their ‘loved one’
and they perceived their ‘future self’ as less similar to the positive personal constructs.
It was found that when their loved one is in recovery participants perceived their ‘usual
self’ as more similar to their ‘ideal self’. It was found that when their loved one had
been in recovery for longer participants perceived their ‘usual self’ as more similar to
their ‘ideal self’ and perceived their ‘usual self’ and their ‘loved one’ as more similar to
the positive personal constructs.
The more often participants attended the support from at the beginning (time 1) they
perceived the positive personal constructs as more similar to their ‘usual self’. The more
often participants attended the support for the past 12 months (time 2) they perceived
their ‘usual self’ as more similar to their ‘ideal self’ and they perceived their ‘loved one’
as more similar to the positive personal constructs (refer to Table L9).
Time 2 (Table L.10)
It was found that when the age of the loved one increased the participants perceived
their ‘usual self’ as more similar to their ‘past self’. It was found that the longer their
loved one has had a SUD they perceived their ‘ideal self’ as being less similar to the
positive personal constructs. It was found that there were no significant relationships
between the repertory grid data, average element and US-distance, and the longer the
participant had not lived with their loved one.
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It was found when their loved one is in recovery participants perceived their ‘usual self’
as more similar to their ‘ought’, ‘ideal’, ‘future’ and ‘best self’ and their ‘loved one’.
The participants also perceived their ‘ought self’ as being similar and their ‘loved one’
as more similar to the positive personal constructs. It was found that there were no
statistically significant relationships between the repertory grid, average elements and
US-distance measure and when their loved one had been in recovery for longer.
The more often participants attended the support at the beginning (time 1), participants
perceived their ‘usual self’ as more similar to their ‘loved one’ and perceived their as
more similar to the positive personal constructs; however, they perceived their ‘family’
and ‘past self’ as less similar. The more often participants attended the support in the
last 12 months (time 2) participants perceived their ‘usual self’ as more similar to their
‘ideal’ and ‘best self’ (refer to Table L10).
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Table L9.
Covariates for Longitudinal Repertory Grid at Time 1

Repertory grid
Elements

Age of Loved One

Demographics that were significantly different between the groups
How often do you
How often do you
How long have you
How long has your
Is Loved One in
Year of SUD
NOT lived with Loved
Loved One been in attend support group at attend support group
recovery?
Time 1
at Time 2
One
recovery?

US

r (21)=.463, p=.034

PS

rs (40)=-.392, p=.012

OS
IS
FS

rs (35)=-.351, p=.039

BS
F

r (43)=.311, p=.042

SG
LO

r (21)=.510, p=.018

r (41)=.317, p=.043

rs (40)=-.320, p=.044 r (21)=-.442, p=.045

r (41)=-.348, p=.026

US-Distance US- PS
US- OS
US- IS
US-FS
US- BS

rs (35)=-.344, p=.043

US- F
US- SG
US- LO

r (43)=-.384, p=.011

r (35)=-.470, p=.004
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Table L10.
Covariates for Longitudinal Repertory Grids at Time 2

Repertory grid
Elements

Age of Loved One

Demographics that were significantly different between the groups
How long have you
How long has your
How often do you
How often do you
Is Loved One in
Year of SUD
NOT lived with Loved
Loved One been in attend support group at attend support group
recovery?
One
recovery?
Time 1
at Time 2

US
rs (41)=-.472, p=.002

PS
OS

rs (40)=-.321, p=.044

IS

rs (43)=-.318, p=.038

FS
BS
r (41)=-.368, p=.018

F
SG
rs (40)=.620, p=.000

LO
US-Distance US- PS
US- OS

r (41)=.426, p=.005

rs (43)=-.360, p=.018
rs (40)=-.438, p=.005

US- IS

rs (40)=-.388, p=.013

US-FS

rs (40)=-.412, p=.008

US- BS

rs (40)=-.467, p=.002

r (41)=-.376, p=.015
r (41)=-.323, p=.039

US- F
US- SG
US- LO

rs (40)=-.486, p=.001

rs (41)=-.362, p=.020
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Appendix M

Comparison of Demographics Based on
Loved Ones Recovery Status
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Table M1
Demographics of Longitudinal Sample at Time 2 Comparing Loved Ones in Recovery
with those Not in Recovery (scale)
Not in Recovery

In Recovery

Demographics

N

Mean

SD

N

Mean

SD

How many times has your loved
received support? (months)

5

1.60

0.89

7

3.71

3.45

Table M2.
Demographics of Longitudinal Sample at Time 2 Comparing Loved Ones in Recovery
with those Not in Recovery (ordinal and nominal)
Not in Recovery

In Recovery

Demographics

Category (label)

N

%

N

%

Work

Working (1)

6

14.63

9

21.95

Not working (2)

12

29.27

14

34.15

Married (1)

10

24.39

17

41.46

Defacto (2)

1

2.44

0

0

Separated (3)

2

4.88

0

0

Divorced (4)

3

7.32

6

14.63

Widowed (5)

2

4.88

0

0

Single (6)

0

0

0

0

No (1)

8a

20.00

16

40.00

Yes (2)

9

22.50

7

17.50

No

13

31.17

21

51.22

Yes

5

12.20

2

4.88

Marital Status

Primary Carer

Living with Loved
one

Note. Not in Recovery N=18, an=17

Table M2. Cont’d over page.
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Not in Recovery In Recovery
Demographics

Category (label)

N

Contact with Loved
one

Everyday (1)

16

39.02

8

19.51

Several times per week (2)

1

2.44

14

34.15

Several times per month (3)

1

2.44

1

2.44

Once every 3 months (4)

0

0

0

0

Once a year (5)

0

0

0

0

<once a year (6)

0

0

0

0

No (1)

14

34.15

16

39.02

Yes (2)

43

9.76

7

17.07

0c

0

Has your loved one
received support?

What type of
Hospital (1)
support has your
loved one received? Detox (2)

How often do you
attend the family
support program
per year? d

Do other members
of your family
attend the family
support group?

1b

% N

8.33

%

0

0

1

8.33

Rehab (3)

1

8.33

4

33.33

Counselling (4)

3

25.00

2

16.67

<3 times (1)

5

13.15

4d

10.53

4-6 (2)

4

10.53

2

5.26

7-9 (3)

4

10.53

4

10.53

>10 (4)

5

13.15

10

26.32

No

13

31.71

11

26.83

Yes

5

12.20

12

29.27

Note. N=41, bn=5, cn=7; N=28, dn=20.
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Appendix N

Assumptions for Questionnaires and
Repertory Grid
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Table N1
Cross-sectional questionnaires, elements and distance measures that require nonparametric tests
Questionnaire
Subscale
Experience of Caregiving Inventory

Stigma

State Hope Scale

Pathways
Agency
Total hope

Mental Health Continuum – Short Form

Emotional well-being
Psychological well-being
Total well-being

Family Adaptability and Cohesion
Evaluation Scale IV

Family communication
Family satisfaction

Therapeutic Factors Inventory

Instillation of hope
Secure emotional expression
Awareness of relational impact
Total therapeutic factors

Family Recovery Measure

Grief
Interpersonal
Total family recovery measure

Average Element

Past self
Ought self
Ideal self
Future self
Loved one

Distance Measure

Usual self – past self
Usual self – ought self
Usual self – ideal self
Usual self – future self
Usual self – loved one
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Table N2
Longitudinal at Time 1 - questionnaires, elements and distance measures that require
non-parametric tests
Questionnaire

Subscale

Experience of Caregiving Inventory

Stigma
Problems with services

State Hope Scale

Pathways
Agency
Total hope

Mental Health Continuum – Short Form

Emotional well-being
Total well-being

Family Adaptability and Cohesion
Evaluation Scale IV
Therapeutic Factors Inventory

Family communication
Instillation of hope
Secure emotional expression
Awareness of relational impact
Total therapeutic factors

Family Recovery Measure

Grief
Interpersonal

Average Element

Past self
Ought self
Ideal self
Future self

Distance Measure

Usual self – past self
Usual self – ought self
Usual self – best self
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Table N3
Longitudinal at Time 2 - questionnaires, elements and distance measures that require
non-parametric tests
Questionnaire

Subscale

Experience of Caregiving Inventory

Stigma
Problems with services

State Hope Scale

Pathways
Agency
Total hope

Mental Health Continuum – Short Form

Emotional well-being
Psychological well-being
Total well-being

Therapeutic Factors Inventory

Instillation of hope
Secure emotional expression
Awareness of relational impact
Total therapeutic factors

Family Recovery Measure

Grief
Interpersonal

Average Element

Past self
Ought self
Loved one

Distance Measure

Usual self – past self
Usual self – ideal self
Usual self – loved one
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Table N4
Longitudinal standardised residuals - questionnaires, elements and distance measures
that require non-parametric tests
Questionnaire

Subscale

Experience of Caregiving Inventory

Positive caregiving experiences

State Hope Scale

Pathways
Agency
Total hope

Family Adaptability and Cohesion
Evaluation Scale IV
Therapeutic Factors Inventory

Family satisfaction
Instillation of hope
Secure emotional expression
Awareness of relational impact
Social learning
Total therapeutic factors

Family Recovery Measure

Grief

Average Element

Ideal self
Ought self
Loved one

Distance Measure

Usual self – loved one
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Appendix O

Correlations between
Standardised Residuals of FACES IV or TFI and
Standardised Residuals of
‘US-family’ or ‘US-support group’ distance
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Questionnaire

Subscales/Totals (df)

US-Family - r

FACES IV

Cohesion ratio (CR; 33)

.143

Flexibility ratio (FR; 13)

.288

Total ratio (TR; 33)

.237

Family communication (FC; 34)

-.033

Family satisfaction (FS; 41)

.272

Instillation of Hope (IH; 36)

-.063

Secure emotional expression (SEE; 34)

-.052

Awareness of personal impact (API; 31)

-.025

Social Learning (SL; 31)

-.119

Total TFI (13)

.288

Questionnaire

Subscales/Totals (df)

US-Support group - r

FACES IV

Cohesion ratio (CR; 33)

-.101

Flexibility ratio (FR; 13)

-.396

Total ratio (TR; 33)

-.112

Family communication (FC; 34)

-.384*

Family satisfaction (FS; 41)

-.299

Instillation of Hope (IH; 36)

-.178

Secure emotional expression (SEE; 34)

-.212

Awareness of personal impact (API; 31)

-.297

Social Learning (SL; 31)

-.365*

Total TFI (13)

-.322

TFI

TFI

*p<.05
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Appendix P

Interview Protocol Time1 and Time 2

368

INTERVIEWS – TIME 1
Each interview will begin with an introduction from the interviewer, outlining their background and form
the basis of building rapport with the participant. The instructions for each of the two interviews will be
given both verbally and in written form. Interviewees will then be given 5 minutes with paper and pen to
think about their responses and make notes. During these 5 minutes, participants will be given the
opportunity to clarify any material from the interviewer

Interview 1 (baseline)
Part 1 (unstructured)
I would like to hear your story from when you may have been thinking, “something is not quite
right here”. Perhaps you were thinking “this is just a passing phase”, “they are just little off” or perhaps
close friends or family were concerned about your family member.
You might think of life as a journey, like in a boat where you set sail from a safe harbour. Along
your journey, you have good days when the weather is fine and everything seems good about life.
However, further along there may be a storm, where the wind blows, the rain falls and the sea gets rough.
This can make you feel uncomfortable and scared at times. Sometimes the storm stops after awhile and
the sun comes out again. At other times the storm can get worse, leaving you afraid and not knowing what
to do. Nothing you do seems to help. Life can be like that. You may experience periods where your life
is good and it is easy sailing but sometimes you have periods that are tough and difficult to overcome. I
would like to hear about your life and your experiences with your family member’s substance use/mental
health disorder. In telling me your story, I would like you to use specific events as examples to illustrate
your experiences.
You might like to consider the following questions when you are thinking of your answers.
What has been difficult and what has been easy, and why have things been easy or difficult?
What have been key turning points for you? Please note any changes in your feelings and experiences
along your journey.
What things have changed and what has remained the same over time?
What words or phrases describe the different periods of your life journey?
The interviewer can use prompts that ask the interviewee to elaborate or clarify any events/experiences
raised.
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Part 2 (structured)
From listening to the stories of others, we have found that there are some common themes that
people who have a family member with a substance use/mental health disorder talk about. These themes
are about the changes that having a family member with a substance use/mental health disorder has
brought about and how it has affected their life.
We want to ask you some questions about some changes that you may have experienced to do with your
identity, your sense of who you are, who you were, and possibly even who you want to be.
1.

a) If at all, how do you think having a family member with a substance use/mental health disorder
has affected the way you have thought about yourself over the years?
b) How do you think other people saw you?
c) Were there any changes over time in what you thought about yourself and how you fit into the
world?

2.

a) If at all, has stigma, affected the way you have thought about yourself over the years?
b) If at all, has grief, affected the way you have thought about yourself over the years?
c) If at all, has the way you have coped with crises, affected the way you have thought about
yourself over the years?

3.

a) Can you think of any experiences that positively affected the way you viewed yourself?
b) What about experiences that negatively affected the way you viewed yourself?
(allow time to think and respond)

At the end of telling their story interviewees are asked:
4.

What does the term recovery mean to you?

5.

How were you introduced to the idea that recovery is a possibility for you and your family
member with the alcohol/drug and/or mental health problem?"

6.

What did you want from the support programme when you first sought help?

7.

What do you want from the support programme now?
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Interview - Time 2 (12 months)
Part 1 (unstructured)
You might think of life as a journey, like in a boat where you set sail from a safe harbour. Along
your journey, you have good days when the weather is fine and every thing seems good about life.
However, further along there may be a storm, where the wind blows, the rain falls and the sea gets rough.
This can make you feel uncomfortable and scared at times. Sometimes the storm stops after awhile and
the sun comes out again. At other times the storm can get worse, leaving you afraid and not knowing what
to do. Nothing you do seems to help. Life can be like that. You may experience periods where your life
is good and it is easy sailing but sometimes you have periods that are tough and difficult to overcome.
Focusing on the past 12 months I would like to hear about your life and your experiences with
your family member’s substance use/mental health disorder. In telling me your story, I would like you to
use specific events as examples to illustrate your experiences. So, instead of saying “I always enjoy a
good party”, which does not mention a specific event it would be better to say, “I had a good time at
Jane’s party” because that is a specific event. You might like to consider the following questions when
you are thinking of your answers.
What has been difficult and what has been easy, and why have things been easy or difficult?
What have been key turning points for you? Please note any changes in your feelings and experiences
along your journey.
What things have changed and what has remained the same over time?
What words or phrases describe the different periods of your life journey?
The interviewer can use prompts that ask the interviewee to elaborate or clarify any events/experiences
raised.

Part 2 (structured)
From listening to the stories of others, we have found that there are some common experiences
or themes that people who have a family member with a substance use/mental health disorder talk about.
These themes are about the changes that having a family member with a substance use/mental health
disorder has brought about and how it has affected their life.
We want to ask you some questions about some changes that you may have experienced to do with
your identity, your sense of who you are, who you were, and possibly even who you want to be.
1.

a) If at all, how do you think having a family member with a substance use/mental health disorder
has affected the way you have thought about yourself over the past 12 months?
b) In the past 12 months, how do you think other people saw you?
c) Were there any changes over the past 12 months in what you thought about yourself and how
you fit into the world?

2.

a) If at all, has stigma, affected the way you have thought about yourself over the past 12 months?
Stigma can be defined as a mark of disgrace on one’s reputation or a feeling that something is
wrong or embarrassing in some way.
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E.g. Some people talk about hiding it from family/friends, not being asked to functions etc…
because your ‘loved one’ has a SU/MH disorder or being embarrassed because of your ‘loved
one’s’ SU/MH disorder.
b) If at all, has grief, affected the way you have thought about yourself over the past 12 months?
Grief can be defined as strong feeling of sadness, distress or regret over loss.
E.g. Some people talk about the hopes & dreams that they had for their ‘loved one’ not being
realised, lost/damaged relationship with ‘loved one’ or others due to ‘loved one’s’ SU/MH
disorder or the impact it has had on your own life.
c) If at all, has the way you have coped with crises, affected the way you have thought about
yourself over the past 12 months?
A crisis can be defined as dramatic emotional or circumstantial upheaval in a person’s life which
maybe urgent, dangerous or difficult.
E.g. some people talk about denial, ignorance or believing their ‘loved one’ in regards to the
SU/MH disorder, about blaming others for the situation, giving up, putting in boundaries to protect
themselves and their family.
3.

a) Can you think of any experiences, over the past 12 months, that positively affected the way you
viewed yourself?
b) What about experiences, over the past 12 months, that negatively affected the way you viewed
yourself? (allow time to think and respond)

4.

In regards to yourself, what does the term recovery mean to you?

5.

How were you introduced to the idea that recovery is a possibility for you?"

6.

What did you find helpful in the support programme, over the past 12 months?

7.

What did you find unhelpful in the support programme, over the past 12 months?

Ratings on Themes (after each theme is rated the interviewer will prompt for more detail e.g. Can you
give specific examples about how each theme has impacted you?)
How would you rate the impact the following themes have had on you
1. The behaviour of your ‘loved one’
E.g. some people talk about the change in their ‘loved one’s’ behaviour, from friendly outgoing to shy
and quite, increase in physical/verbal abuse, having problems at school/work or being involved in
theft.
a. Since your ‘loved one’ had a SU/MH disorder
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

b. In the last 12 months
1

2

No impact

3

4

5

6

Moderate impact

7

8

9

10

Enormous impact
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2. The effect on your family
E.g. some people talked about the impact on their partner, other children and extended family, how
they became focussed on their ‘loved one’ to the detriment of others or disruption to family gathering.
a. Since your ‘loved one’ had a SU/MH disorder
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

b. In the last 12 months
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

3. The amount of hope you have
Hope can be defined as a feeling or a belief that something you desire may happen
E.g. some people talk about the hope that they have for their ‘loved one’ such as going to rehab or
moving on with their lives, other talk about hope for themselves such as being able to move on with
their life.
a. Since your ‘loved one’ had a SU/MH disorder
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

b. In the last 12 months
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

4. The effect on your finances
E.g. some people talk about paying for housing/accommodation, rehab, private counselling or paying
off debts incurred by their ‘loved one’, other talk about the amount that their ‘loved one’ stole from
them.
a. Since your ‘loved one’ had a SU/MH disorder
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

b. In the last 12 months
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

5. Your life’s journey
E.g. some people talk about having turning points in their life, emotional highs and lows, calm and
crises or their ‘loved one’ being in and out of home or rehab, others talk about the changes in their life
good and bad.
a. Since your ‘loved one’ had a SU/MH disorder
1

2

3

4

No impact

5

6

7

8

Moderate impact

9

10

Enormous impact

b. In the last 12 months
1

2

3

4

5

6

7

8

9

10
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Appendix Q

Leximancer Operational Method:
Seven Key Processes (Leximancer manual, 2010)
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Pre-Process –is the first phase of processing where the raw documents are converted to
a format that is conducive to processing and involves a number of different steps.
Firstly, splitting the text into sentences, paragraphs and documents; helps with concepts
not being perceived to be related across changes in context. Therefore, the cooccurrence is measured in only blocks of 3 sentences (this can be manually adjusted).
Secondly, removal of non-lexical and weak semantic information; punctuation is
removed along with a collection of frequently used words (called a stopwords) that hold
little semantic information (e.g., and, so, then). Thirdly, identifying proper names,
including multi-word names; where proper names are identified as possible concepts. A
proper noun is identified if it starts with a capital letter, where only those words that are
not stopwords are identified as proper nouns. Lastly, optional prose test of each
sentence; where non-textual material is removed (e.g., menus from webpages) and
should be turned off if you need to analyses every piece of text (e.g. spoken language).
Dialogue Tags are also applied during pre-processing. This allows the interviewer and
interviewee to be identified. This is useful as the interviewer can be removed, so only
the interviewee information is used in the analysis.
Concept Seeds Identification – in this processing phase seed words (single words e.g.,
‘alcohol’) are identified as the likely starting point of concepts. This phase enables the
user to customise the processing through choosing to provide the seed words or have
them automatically identified by Leximancer. The number of concepts identified can
also be altered by the user to a specific amount or automatically extract from the text.
Edit Emergent Concept Seeds – this phase allows the user to edit, add or remove
concepts seeds from the list generated by Leximancer. Editing a concept allows the user
to merge similar concepts (e.g., drug, alcohol, marijuana) into one concept which can be
renamed (e.g., ‘drugs’). The user may also add or delete words or names that require
exploration. The sentiment lens, which provides an insight into the positive and
negative sentiment in the text, may also be activated in the phase.
Develop Concept Thesaurus – in this phase a thesaurus of terms is generated based on
each seed word to create concepts, which are a collection of correlated seed words that
incorporate a central theme. The development of a thesaurus related to each concept is
an iterative process, between 3-10 iterations is ideal. Once the thesaurus of terms has
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been generated for each concept, the concept map can be created to illustrate the
relationships between the concepts in the text.
Create Compound Concepts – this phase allows the user to employ Boolean operators
(i.e., ‘AND’, ‘OR’ and ‘NOT’) to compound selected concepts. This enables the user to
obtain a deeper more meaningful analysis of the concepts. When the Boolean operator
of ‘AND’ is used it treats the compounded concepts as a singular concept (e.g., police
‘AND’ jail, will be treated as a single concept). Using the ‘OR’ operator signifies that
evidence for the compound concept will be comprise of evidence for either of the
concepts (e.g., police ‘OR’ jail). The ‘NOT’ operator will negate the concept that has
been selected (e.g., ‘NOT’ police).
Code Concepts into text – this phase allows the user to select those concepts which
appear on the conceptual map. By default all concepts and names are selected to appear
on the concept map. However, the user is able to manually remove the general list of all
concepts and names and select those concepts and names which are the focus of the
analysis. This phase also allows the user the filter in or out specific sections of the text.
The ‘kill concepts’ are concepts that if found in a particular block of text suppress that
whole block. This is useful in interviews where the responses of the interviewee need
only to be analysed; therefore, the interviewer’s questions and responses can be ‘killed’,
which removes them from the analysis. ‘Required concepts’ are concepts that must be
located in the blocks of text or else the blocks are ignored. The classification setting
may be manually adjusted in this phase, which includes the number of sentences in a
context block, the name-like concept threshold (a block contains the name if the
evidence is above the threshold value) and word-like concept threshold (a block
contains the concept if the evidence is above the threshold value)
Generate Outputs – In the last phase of processing the conceptual map is constructed,
which visually displays the relationships between the concepts (i.e., the co-occurrence of
concepts). It is important to note that the map generated is not a quantitative statement of
fact but is used to generate hypothesis which need to be confirmed through analysis of the
text.
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Appendix R

Leximancer Settings for the Analysis at
Time 1 and Time 2
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Time 1
Pre-Process
Merge word variants & Apply dialog tags
Edit stoplist:
Exclude: ahem, Ahem, anyway, blah, bah, one’s, remember, sort, suppose,
think, umm, ugh
Prose test threshold to 0
Everything else is default.
Concept Seed Identification
Default settings
Edit Emergent Concept Seeds
Drugs – addiction, alcohol (+n), drank, drinking, heroin, marijuana, drug (+n)
Family – child/ren/’s (n), family/ies (+n), husband (n), wife/’s (n)
Grandchildren – grandchild (n), grandchildren (+n)
Group – first floor (n), group (+n), groups, Jayne/’s (n), Maris (n), VIFs (n)
Jail – court, long bay (n), silverwater (n)
Money – account, credit, debts, dollars, ATM (n)
Police – arrested, bail
User tags – Participant (n), Loved one (n)
Remove concepts: one’s, husband, child, children
Everything else default settings
Concept Learning Settings
Default settings
Create Compound Concepts
Default settings
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Code Concepts into Text
Kill concept – Speaker: interviewer, Speaker: interview
Everything else is default.
Concepts included in map:
Names: Participant and Loved
All Concepts
Generate Outputs
Default settings
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Time 2
Pre-Process
Merge word variants & Apply dialog tags
Edit stoplist:
Exclude: ahem, Ahem, anyway, blah, bah, one’s, remember, sort, suppose,
think, umm, ugh
Prose test threshold to 0
Everything else is default.
Concept Seed Identification
Default settings
Edit Emergent Concept Seeds
Family – child/ren/’s (n), family/ies (+n), husband/’s (n), wife (n)
Grandchildren – grandchild (n), grandchildren (n)
User tags – Participant (n), Loved one (n), Grandchild (n), Partner (n)
Remove concepts: one’s, husband, child, children
Everything else default settings
Concept Learning Settings
Default settings
Create Compound Concepts
Default settings
Code Concepts into Text
Kill concept – Speaker: interviewer, Speaker: interview
Everything else is default.
Concepts included in map:
Names: Participant, Loved, Grandchildren, Partner
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All Concepts
Generate Outputs
Default settings
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